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A STUDY OF CANCER OF THE STOMACH* 


By C. P. Howarp, M.D., F.R.C.P. (C.) anp C. W. Fuuuerton, M.D., 
Montreal 


HERE can be little doubt, as we will show, 

that during the last fifty years there has 
been a steady increase in the incidence of 
malignant disease in general. Whether this is 
an actual or only an apparent increase is much 
debated by both statisticians and clinicians. 
Bryant’ believed that the death rate from 
malignant disease was constantly increasing, and 
stated that in the registration area of the 
United States the figures from 1850 to 1890 
showed an increase in deaths from cancer, from 
2,088 in 1850 to 20,984 in 1890; or, expressed 
in another way, the number of cancer deaths 
per 100,000 living people rose from 9.0 in 1850 
to 33.5 in 1890. Again Roger Williams,” of the 
Middlesex Hospital, London, estimated that the 
cancer mortality was proportionately four times 
greater in-1895 than it was fifty years before his 
study. He states that, whereas in 1840 cancer 
caused 2,786 deaths (the proportion being 1 
in 5,646 of the total population, 1 in 129 of the 
total mortality, or 177 per million living), in 
1894 it caused 21,422 deaths, (the proportion 
being 1 in 1,403 of the total population, 1 in 
23 of the total mortality, or 713 per million 
living). The death rate from cancer per 
100,000 living people, according to the Report 
of the Registrar General for England and 
Wales for 1896 (Osler and McCrae’), showed 
an increase from 36.78 for 1861-65 to 71.22 for 
1891-95. In 1896 the deaths from cancer per 
100,000 living numbered 76.4, and in 1897 were 
still higher, namely, 78.7. In the opinion of 
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Osler and McCrae greater accuracy in diagnosis 
was not considered adequate to account for the 
increase. King and Newsholme,* while admit- 
ting that statistics at first sight show that 
cancer was 2.2 times as high in 1891 as in the 
average for the decade 1851-60, consider that 
the apparent increase is due to improved diag- 
nosis, as shown by a comparison of the mortality 
curves in males and females. The curves for 
females is always higher and in each pair of 
curves the difference is constant throughout the 
entire period. It is only the cancer of organs 
common to both males and females which has 
apparently increased, while cancer of the special 
female organs, which is the easiest of all to 
diagnose, has remained constant. These authors 
state that the apparent increase in cancer is 
confined to what they called ‘‘inaccessible 
ecancer’’ (stomach, colon, ete.) due to an im- 
provement in diagnosis and a more careful 
certification of the causes of death, while the 
accessible, easily diagnosed cancer (breast, 
uterus, tubes, ovaries, rectum, ete.) has re- 
mained practically stationary. 

Ellice MeDonald,* of Philadelphia, among the 
more recent cancer students, also stresses the 
startling increase in the eancer incidence, and 
states that there were 62 per cent more deaths 
in Pennsylvania in the past 25 years, 40.5 per 
cent more in Australia in the past 10 years, 
and that in fifty American cities with a popula- 
tion of more than thirty millions there has been 
an inerease of 58.2 per cent cancer deaths in 
the past 25 years. According to McDonald, in 
Great Britain during the year 1928 more than 
12 per cent of all deaths were due to cancer. 
In a still more recent study by Greenwood,® of 
the Imperial Cancer Research Fund it is stated 
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that ‘‘the percentage increase which had been in 
the certificates of cause of deaths classified as 
cancer in England and Wales in each of the 
years from 1903 to 1930, compared with the 
number of deaths registered and so classified in 
the year 1902, rose from 4.37 in 1903 to 107.6 
(based on provisional figures) in 1930.’’ F. C. 
Wood’ states that in Switzerland the death rate 
from cancer has remained practically stationary 
for the past twenty years, and adds that the 
Swiss records are probably the most accurate of 
any country in the world. Roussy and Héraux® 
eall attention to the fact that in Denmark and 
Norway, too, the corrected rate of cancer inci- 
dence shows little change from year to year. 
Again, Wolff® found the same condition in 
Berlin, where the crude death rate from ear- 
cinoma per 100,000 population was 122 in 1910 
and 147.5 in 1925; however, when correction is 
made for age distribution the rates are presented 
as 118.9 in 1910 and only 114.9 in 1925. 

This side of the question has been well pre- 
sented by Newman,?° who, in his 1930 Annual 
Report on Public Health for England and 
Wales, places the death rate from malignant 
disease as 127 per thousand deaths and says 
‘‘for the first time the deaths from cancer out- 
number those from respiratory disease.’’ How- 
ever, he adds that ‘‘the tendency to regard the 
annual increase of mortality as evidence of a 
growing inability to control this disease is per- 
haps natural, but is unduly pessimistic. If 
it be true, as is generally agreed, that a fraction 
of the increase is a natural consequence of the 
high average age at death, and that another 
fraction is a result of greater diagnostic ability, 
especially in cancer of the deeper organs, it is 
clear that in the absence of some striking im- 
provement in methods of treatment an annual 
increase of recorded mortality should not be 
received with surprise or dismay but may 
actually be expected for some years to come, 
bearing in mind the long interval usually elaps- 
ing before the preceding pathological condition 
develops malignancy.’’ 

Welch"? has suggested that the increase in 
cancer may be due to the decreased mortality in 
infants and to the prolongation of life by im- 
proved sanitary conditions. However, Williams” 
conclusions of 1896 seem to us to hold true still 
for to-day, when he states, ‘‘the uniformity in 
the variations in the increments in the long 
accession of years: the fact that the increase has 
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not been confined to one or few parts of the 
body but has involved them all—on the whole 
without any considerable disturbance of the 
normal proportionate ratios; the fact that the 
increase has been diffused over the whole country 
instead of being limited to certain areas, and 
the fact that similar increase has taken place 
in most civilized communities, whose statistical 
records have been kept, point con- 
clusively to the reality of the increase in 
cancer.’’ 

Welch" compiled the statistics from various 
Continental and American sources as to the 
relative visceral incidence of cancer. Among a 
total of 31,482 primary cancers he found that 
21.4 per cent were gastric and 29.5 per cent 
uterine. He concluded, therefore, that the 
uterus is the most frequent seat of primary 
cancer and is affected in somewhat less than 
one-third of all cases, while the stomach stands 
next in order of frequency and is attacked 
in about one-fifth of all primary cases. Riegel’? 
quotes the statistics from Switzerland of 
Haeberlin, who found that 41.5 per cent of 
27,511 cases of carcinoma that terminated fatally 
were situated in the stomach. Moreover, the 
Fenwicks*® found from a similar study of the 
world’s statistics that at least 50 per cent of all 
primary carcinomata develop either in the 
stomach or the uterus, but that while the uterus 
is relatively more often affected, since it is a 
viscus of one sex only, the stomach is absolutely 
the most frequent seat of the disease and its 
lesion constitutes 35.35 per cent, or about one- 
third, of all primary carcinomata. This con- 
tention of the Fenwicks is borne out by the 
more recent statistical studies of malignant dis- 
ease in the State of Pennsylvania by H. B. 
Wood,** who found that among a total of 111,273 
deaths during the year 1927 there were 8,673 
due to cancer, of which 2,104 were gastric, 1,704 
intestinal, and 1,347 of the female generative 
organs; thus 24.2 per cent of the cancers were 
gastric, 19.6 per cent intestinal, and only 15.5 
per cent were uterine or ovarian. 

The question as to the increased frequency of 
eancer of the stomach is far more difficult to 
answer, for the early census statistics have 
grouped all eases of malignant disease together 
without any distinction as to the organ affected. 
Nevertheless, in the census returns of the United 
States for 1880, among 1,000 deaths from 
eancer, 300.18 were from cancer of the stomach. 
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Welch*' estimated that 0.4 per cent of the total 
deaths in New York City during a fifteen-year 
period were due to cancer of the stomach, and 
that if only the deaths over twenty years of age 
were taken, the ratio was 0.93 per cent. While 
it is true, as pointed out by Welch, that both 
hospital admissions and hospital post-mortem 
statisties give only relative ideas as to the fre- 
quency of cancer, as they do not represent in 
proper proportions both sexes, all ages, all 
classes of life, and all diseases, and are therefore 
not as representative as mortality registration 
returns, we must all agree that mortality returns 
rest upon very untrustworthy death certificates ; 
in other respects the mortality returns have to 
their credit the fact that they include all causes 
of death among all classes of patients. 

It is clear, therefore, that in all methods of 
estimating the frequency of cancer there are 
inherent important, sources of error. Welch 
quoted from the older mortality statistics the 
following estimates for gastric cancer: Tanchou 
at 0.6 per cent, Virchow at 1.9 per cent, Wyss 
at 2 per cent, and D’Espine at 2.5 per cent. 
The United States census reports of 1911 
showed that 2 per cent of deaths from all 
causes were due to cancer of the stomach, as 
compared with Brinton’s figures of 1 per cent, 
Gussenbauer’s of 1.5 per cent, and Welch’s of 
3.5 per cent. According to Ewing,’® the United 
States census reports for 1912 revealed 46,534 
deaths from cancer—18,517 of the stomach and 
liver (39.75 per cent), 7,089 of the female 
genital organs (15.23 per cent), and 4,431 of 
the breast (9.52 per cent)—figures which 
indicate a distinet predominance of gastric 
eancer. Further, this census report shows a 
more rapid increase of reported cases in the 
stomach than in the uterus or breast during the 
past decade. Wood’s** figures from the mor- 
tality returns from the State of Pennsylvania, 
already referred to, show that among the 
111,273 total deaths for the year 1927 there 
were 8,673 due to cancer of some form, a 


relative cancer mortality of 7.79 per cent; of - 


these 8,673 cancer deaths 24.2 per cent were 
gastric, as already stated. 


Let us turn now to the post-mortem statistics 
for more definite information on this subject. 
The studies from England show an incidence of 
1 per cent among 8,462 autopsies; those from 
‘Vienna 1.5 per cent among 61,287; and those 
from Prague 3.5 per cent among 11,175 


autopsies. Among the first thousand post- 
mortems at the Johns Hopkins Hospital* there 
were forty cases of primary cancer of the 
stomach (4.0 per cent). The Fenwicks,* in 
their monograph of 1903, quote other figures 
from the various English and _ continental 
medical centres; these vary greatly, from the 
lowest estimate of 1.6 per cent among 14,974 
post-mortems in London to that of 9.0 per cent 
for the 1,150 autopsies at Copenhagen. The 
largest series of all was from Vienna, where 
among 61,287 post-mortems there were 903 
cases of cancer of the stomach, or 1.47 per cent 
—a figure probably nearer the truth than any 
one hospital series. At the London and the 
London Temperance Hospitals, during a sixteen- 
year period, there were 239 cases among 14,974 
autopsies, an incidence of 1.6 per cent. Martin 
and Sutherland*® accepted the high figure of 
4.0 per cent of all autopsies as showing a 
gastric carcinoma, and state that 50.2 per cent 
of all cancers are gastric. At the Montreal 
General Hospital, during a ten-year period 
(1921-1930 inelusive), among 2,899 autopsies 
there were 393 cases of cancer, of which 59 
were situated in the stomach; in other words, 
in 13.5 per cent of the total number of autopsies 
there was cancer of some organ, and in 2.03 
per cent it was in the stomach. The relative 
incidence of gastric cancer as compared with 
cancer of other organs in our series was only 
15 per cent, an unusually low figure. 

A study of the relative incidence m hospital 
admissions may prove instructive. At St. 
Thomas’s Hospital, London, during a ten-year 
period (1887-1896), there were 98 cases of 
gastric cancer among 18,958 medical ad- 
missions, a ratio of 1 to 193.6, while at St. 
Bartholeomew’s during the same period there 
were 106 among 23,500 medical admisSions—a 
ratio of 1 to 221.6. The Fenwicks tabulated the 
statistics from nine leading hospitals in Eng- 
land and North America and found that among 
a grand total of 166,195 hospital admissions, 
there were 1,035 diagnoses of gastric cancer, an 
incidence for the whole series of 0.62 per cent. 
Time did not permit us to look up other 
comparative hospital-admission statistics except 
in our own Montreal General Hospital. Osler 
and McCrae* quote Dr. Wyatt Johnston’s 
figures for a nine-year period (1889 to 1897 
inelusive), which showed 54 cases of cancer of 
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the stomach among 9,458 medical admissions— 
a ratio-ef 1 to 175, or 0.57 per cent. During 
the last ten-year period (1921-1930 inclusive) 
at the same institution there were 140 cases 
among 14,686 medical admissions—a ratio of 1 
to 105 or 0.96 per cent. For the combined 
surgical and medical admissions there were for 
the same period 269 cases among 67,728 medi- 
eal and surgical admissions—a ratio of 1 in 251 
or 0.39 per cent. That 129 cases of gastric 
carcinoma occurred in the surgical service is 
explained by the fact that during the last 
decade many cases of cancer of the stomach 
have been admitted from the medical out- 
patient department, direct to the surgical 
wards for expleratory laparotomy, in the hope 
that they were amenable to surgical treatment. 
During the ten-year period from 1889 to 1897 at 
the Johns Hopkins Hospital there were 150 
eases of primary cancer of the stomach among 
8,464 medical admissions, a ratio of 1 to 56.4, or 
1.77 per cent. This higher incidence is ex- 
plained by the fact that the Baltimore institu- 
tion is a consultation hospital for a very wide 
area. Martin and Sutherland’® state that a 
study of a large number of hospital admissions 
show 0.47 per cent of gastric cancers. Unfor- 
tunately, the statistical inquiry embracing most 
of the larger teaching hospitals of Great 
Britain, stimulated by the British Empire 
Cancer Campaign, is not yet available.” 

While at the Montreal General Hospital there 
were 269 admissions for cancer of the stomach 
during the last decade; these represent only 
255 cases, which form the basis of our present 
study. These cases have been carefully analyzed 
and the results are here presented. 


ETIOLOGY 


Age.—tThe age of the individual appears as 
the principal predisposing factor in all studies 
of gastric carcinoma and was none the less so 
in our series. The average age of onset was 
remarkably constant for both males and females, 


being 56.8 and 56.5 years, respectively, giving 


an average age of 56.7 years. Although 80 
per cent of our cases occurred between the ages 
of 40 and 70, there were 17 persons (7 per cent) 
under the age of 40. As the age incidence per 
decade in our series so closely approximates 
that of Martin and Sutherland’s,** for 7,000 
collected cases, they are both presented in the 
following Table. 
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TABLE I 








Percentage age 
incidence : Martin 
and Sutherland’s 


Percentage 


No of cases at incidence : 





Age M.G.H.1921-30 M.G.H. 1921-30 17,000 collected cases 
Under 20 0 0.0 0.08 
20 to 29 = | 0.4 1.5 
30 to 39 17 6.7 8.4 
40 to 49 56 22.2 18.0 
50 to 59 67 26.5 28.0 
60 to 69 79 30.9 28.0 
70° to 79 30 11.5 14.0 
Over 80 2 0.8 2.0 





Three patients with gastric sarcoma were met 
with who averaged only 21 years of age on 
admission to hospital, being 17, 18 and 28 years 
old respectively. 

Sex.—At the Montreal General Hospital the 
ratio of male to female beds is approximately 
two to one and yet the incidence of gastric 
carcinoma was in the ratio of 2.5 to 1, there 
being 181 males and 74 females. The incidence 
in the male, therefore, is greater than can be 
accounted for by the deficiency in female beds. 
If correction is made for this difference in beds 
a relative incidence of 5 to 4 is obtained, which 
is the same as given by Welch." 

Race.—As we have in the Montreal General 
Hospital but few coloured patients we have no 
basis of comparison as to the relative incidence 
in the various races.. Only 55.6 per cent of our 
cases were Canadian-born, a large majority of 
the remainder being Europeans. The Montreal 
General Hospital has an extremely cosmopolitan 
clientéle and in all probability these figures 
closely resemble the incidence of native and 
foreign-born hospital admissions. 

Heredity.—We believe that a more careful 
family history should be obtained in patients 


- suffering from carcinoma, as 18.7 per cent of 


our patients gave a family history of malig- 
naney, and in 5.8 per cent a history of car- 
cinoma of the stomach was obtained. In this 
respect Warthin’* 7° has ably demonstrated how 
valueless the average hospital case report can 
be. From case records he observed that only 
1 per cent of carcinomatous patients gave a 
family history of cancer. By personal inter- 
view or communication he further questioned 
these patients or their families and discovered 
that the correct incidence was 50 per cent. 

Past gastric disturbances.—A study of the 
past gastric history was interesting, but we 


_found little to substantiate the view that previ- 
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ous gastric disturbances predispose to carcinoma. 
However, 22 per cent of our cases gave a history 
of long-standing dyspepsia and this might be 
considered as a predisposing factor. The réle 
of gastric ulcer as an etiological factor seems 
to be a very minor one. It is true that 33 of 
our patients, or 12.9 per cent, gave a ulcer-like 
history, but in all except 9 the symptoms were 
of short duration and were apparently due to 
the tumour growth. Five of the 9 patients 
with a typical long standing ulcer history were 
found at autopsy to have a gastric ulcer in 
addition to the carcinoma. In the other 4 pa- 
tients malignancy developing on a chronic 
indurated ulcer was thought probable, and in 2 
cases coming to autopsy this was proved. Four 
other patients who had had an ulcer history at 
some period in the past were proved at autopsy 
to have healed ulcers in addition to the malig- 
nant condition. Gastro-enterostomies had been 
performed on 3 of our patients for the relief 
of peptic ulcer, 3, 8 and 16 years previously. 
All 3 had complete relief of symptoms until 
from five to nine months before admission. It 
seems hardly possible in these cases, especially 
in the latter two, that the previous ulcer played 
any part in the development of carcinoma. An 
additional patient had had a perforated gastric 
uleer three years previously, and on admission 
revealed a tumour growth at an entirely dif- 
ferent site. We believe with Cabot and Adie?° 
that an ulcer history is an unreliable basis for 
judging the relationship between ulcer and 
eancer and that, as he states, ‘‘the best method 
to obtain convincing evidence would be the col- 
lection of a larger number of cases of demon- 
strated ulcer, which, after a term of years, 
were known with equal certainty to have de- 
veloped carcinoma.’’ 

Alcohol, syphilis and trauma.—Syphilis and 
alcoholism were but rarely met with in our series 
and certainly played no etiological role. We 
had one patient who definitely noted the onset 
of his symptoms as coincident with a severe 
blow in the epigastrium. 


SYMPTOMATOLOGY 


Duration of symptoms.—In 239 cases, where 
a history was obtainable, the average duration 
of symptoms before coming to hospital was 9.2 
months. It is interesting that 50 per cent had 
a history under six months and 25.5 per cent 
of but three months or less. One patient claimed 
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that he had been able to feel a mass in his 
abdomen for ten years, which is, of course, very 
doubtful. In contrast, several patients stated 
definitely that their symptoms had commenced 
within three weeks prior to hospitalization. 
There is no doubt that the carcinoma exists for 
a considerable time without causing symptoms, 
and it would seem probable that many cases 
have no complaints until involvement of the 
gastric mucosa has occurred or until actual ob- 
struction develops. Otherwise, it is difficult to 
explain why 23.2 per cent of our patients gave 
a definite history of either an acute or sudden 
onset. 

Symptoms of onset—The symptoms of onset 
were varied, but pain predominated, occurring 
in 46.5 per cent of patients. Weakness, anorexia, 
vomiting and dyspepsia were the next most 
frequent initial symptoms, and occurred in 13.5, 
11.1, 10.3 and 9.5 per cent respectively. He- 
matemesis was the initial symptom in four cases, 
while jaundice, swelling of the abdomen, dys- 
phegia and a palpable abdominal tumour were 
each complained of three times. The four latter 
are interesting as demonstrating to what an 
extent carcinoma can extend before initiating 
symptoms, even multiple metastases occurring 
before the patient has any complaints. Only 3 
of our patients complained of loss of weight as 
their first symptom. This suggests that loss of 
weight is secondary to, and commensurate with, 
the loss of appetite. It is our opinion that if 
all patients were more closely questioned many 
would recollect some weakness and loss of ap- 
petite as their primary symptoms. Pain is so 
much more unusual that it is easily recalled. 

The symptoms on admission.—The sympto- 
matology on admission to hospital showed great 
variations, but here again pain was the chief 
complaint, occurring in 88.2 per cent. The 
character of the pain, too, varied greatly. In 
some only a slight soreness was noted, while 
others experienced acute stabbing pain. The 
majority (62 per cent), however, described the 
pain as being of a dull, gnawing type. Colicky 
pain, naturally, was a frequent complaint in 
those patients with pyloric obstruction. The 
pain was felt in the epigastrium by 169 
patients, over the gall bladder region by 9, over 
the whole upper abdomen by 7, and in the 
umbilical region by 4. Eleven patients with 
carcinoma of the cardiac end of the stomach 
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suffered pain under the sternum or in the 
‘lower part of the chest; in 2 lower abdominal 
pain was experienced; and in 2 others the only 
pain felt was in the left costo-lumbar region. 
In 60 per cent of our patients the pain had a 
definite relationship to meals, occurring either 
immediately or at any time up to three to four 
hours after eating. Nocturnal pain was rare, 
being reported by only 3 patients. 

Dyspepsia in one form or another was com- 
plained of in 94 per cent of our series. Un- 
fortunately it is not the complaint for which 
the patient seeks relief as, although frequently 
an early symptom, it is one which he dis- 
regards. Gaseous eructations and a sense of 
fullness in the epigastrium were very common 
symptoms, being noted in 82.5 and 86.7 per 
cent, respectively. Many patients in whom 
there is no question of pyloric obstruction will 
volunteer the information that everything they 
eat is immediately followed by this feeling of 
fullness. 

Anorexia.—Eighty-nine per cent of the pa- 
tions admitted to loss of appetite, which in 46 
per cent was classified as complete, and in the 
remainder merely as partial anorexia. The 
other 10.7 per cent maintained that their 
appetite was still good. 

Vomiting was also a common symptom, being 
recorded in 67 per cent. In 72.5 per cent it 
occurred after meals. Seventeen patients 
vomited at irregular periods, while 10 others 
had only nocturnal vomiting. 

Hematemesis was a fairly frequent symptom, 
42 patients, or 16.4 per cent of the total series, 
having noted blood in the vomitus. In 22 the 
hematemesis was of the coffee-ground type, 
while the remaining 20 vomited fresh blood. 
In contrast to peptic ulcer, there were no 
deaths following gastric hemorrhage. 

A study of the weight loss in 232 patients 
revealed that 96.5 per cent of the patients had 
lost weight; 145 patients knowing their ap- 
proximate weight loss showed an average loss 
of 30.5 lbs. over an average period of 8.3 


months; 90 of these patients knew their actual 
weight before the onset of symptoms and 
showed an average loss from 153 to 122.3, or 
30.7 lbs.; in seven and a half months. The 
greatest loss occurred in a man who dropped 
from 230 to 149 lbs. (a loss of 81 lbs.) in the 
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short space of five and a half months. Only 
1 patient claimed to have gained weight, while 
7 said their weight was stationary. 

As is to be expected, loss of strength was very 
common, being complained of in all but 3 out 
of the 237 cases. 

In 202 cases, constipation was noted in 126, 
diarrhea in 8, and constipation alternating with 
diarrhea in 9. The latter suggests colonic dis- 
ease, and in 4 of these patients autopsy revealed 
invasion of the transverse colon by the tumour. 
The remaining 59 patients, or 30 per cent of 
the whole, said their bowels were regular, so 
constipation cannot be said to be a symptom of 
much importance as an aid to diagnosis. Melena, 
in the form of tarry stools, had been noted by 
45 patients, an incidence of 21.7 per cent. 

During their stay in hospital 98 (38.7 per 
cent) were noted to have had fever at one time 
or another. These figures include any patient 
suffering from intercurrent or terminal infec- 
tions. Our figures resemble those of Frieden- 
wald?* and of Osler and McCrae,? who noted 
fever in 43 per cent and in 49 per cent of their 
cases respectively. 

Dysphagia was a symptom complained of in 
15 cases, while in 2 others hiccough was a dis- 
tressing feature. 


PHyYSsIcAL FINDINGS 


Cachexia.— On admission to hospital 156, 
or 63.4 per cent, were described as being in a 


eachectic state. That this unfortunate condi- 
tion should exist is partially explained by the 
fact that many of our foreign-born patients do 
not consult a physician until they are extremely 
ill. We are forced to the conclusion, however, 
that frequently the diagnosis of gastric car- 
cinoma is not made until it is only too obvious. 
That these impressions are correct is perhaps 
substantiated by the fact that practically the 
same percentage of patients, namely 65.4, pre- 
sented a definite palpable mass on examination, 
and that in 35, or 14.7 per cent, the mass was 
visible. Visible peristalsis was noted over the 
stomach in 27 cases. Abdominal tenderness was 
present on palpation in 54.7 per cent, whereas 
resistance was only encountered in 41.4 per cent. 
The liver was palpable in 33 per cent of the 
total cases; jaundice was noted in 12% per cent, 
while ascites oceurred in 10 per cent. 
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Evidence of metastases was observed in 80 
patients, or 33.7 per cent. The liver was by far 
the most frequent site, being involved 63 times, 
while the peritoneum, the next most frequent 
location, was only invaded on 14 oceasions. 
Virchow’s ‘‘sentinel gland’’ was noted in 8 
instances, while involvement of the _ rectal 
glands was observed but 4 times. MacVicar 
and Daly,” in their series, note the rectal shelf 
as the most common site for metastases, being 
affected even more frequently than the liver. 
Although our figures are probably too low, as 
no doubt rectal examination has frequently 
been omitted where the diagnosis has been 
obvious and other clinical metastases in 
evidence, still, in our experience, both clinically 
and pathologically, the rectal shelf has been an 
uncommon site for metastases. The abdominal 
wall revealed metastases in 5 patients, neck 
glands in 2, while the spinal cord was involved 
in but 1. We did not encounter any cases of 
cerebral metastases, as noted by Eusterman and 
Wilbur?* in six cases. In one patient the 
growth in the stomach was metastatic in origin, 
being secondary to a carcinoma of the breast. 


LABORATORY FINDINGS 


Blood.—An examination of the blood was 
done in 200 cases. The average red blood cell 
count was 3,768,000 per e.mm., while the 
average hemoglobin figure was 62 per cent. 
Sixty-seven cases had a normal red cell count, 
but only 30 patients showed a normal hemo- 
globin concentration. In only 6 patients was 
the red blood count under 2,000,000 per ¢.mm. 
We believe that in most cases the degree of 
anemia is so closely related to the amount of 
blood lost that the blood count is of but little 
aid in diagnosis. 

The white blood cell count was interesting as, 
although the average count was only 8,300, 
there were 61 patients, or 31.2 per cent, who 
revealed a leucocytosis ranging from 9,000 to 
18,200 per c.mm. These counts were done at a 
time when it was possible to exclude any other 
cause for the leucocytosis. A differential 
blood count was made in 52 of our cases and 
did not show any variation from normal, the 
average polymorphonuclear count being 72 and 
the lymphocytes 28. One case is worthy of 
special mention in regard to the degree of 
anemia which may follow a sub-total gastrec- 





tomy for gastric cancer. A male of thirty-one 
years, with a palpable pyloric tumour and 
typical roentgenogram, showed a moderate 
anemia, hemoglobin 72 per cent, red blood 
cells 3,000,000, white cells 4,800. The biopsy 
revealed a carcinoma simplex. Three months 
later he returned in a moribund state with an 
extreme anemia (hemoglobin 25 per cent; red 
blood cells 800,000), and a very marked 
leucopenia (1,000). At autopsy a hyperplastic 
bone marrow typical of a primary anemia was 
found, but no metastases of the carcinoma were 
discovered. At no time, on either admission, 
was any other evidence of a primary anemia 
observed. It is difficult to any whether this 
patient on his first admission had pernicious 
anemia in addition to the gastric carcinoma, or 
whether he developed the anemia after the 
partial resection of his stomach. The former 
opinion is the more probable and, if correct, 
shows what a catastrophic result may follow 
the resection of the stomach in a patient with 
pernicious anemia. This opinion is_ sub- 
stantiated by the fact that both blood counts on 
his first admission revealed a high colour- 
index. The rapidity with which the anemia 
developed may also favour this viewpoint, as 
Poole and Foster‘ state that ‘‘in the eases re- 
ported in the literature no severe anemia 
developed earlier than two years after the 
operation’’. In any event, further weight is 
lent to the impression that pernicious anemia 
is closely related to the absence of some 
intrinsic substance in the stomach. We met 
with no bone-marrow metastases as the cause 
for a grave anemia, as reported by Harrington 
and Kennedy,”> but we must admit that routine 
examination of the bone-marrow was not 
carried out by the pathologist. 

Stool examination.—The stools were examined 
in 161 cases, and in 120, or 74.5 per cent, the 
benzidine test for occult blood was positive. 
Hurst”* states that ‘‘he has never seen a 
growth either of the stomach or colon in which 
occult blood was not present.’’ Although this 
has not been our experience, we agree with him 
that this test is of considerable diagnostic 
importance and should never be overlooked. 

Gastric analyses—An Ewald test meal was 
given to 152 patients and in 109, or 71.2 per 
cent, the recovered gastric contents contained 
no free hydrochloric acid, while in other 35 








cases, or 23 per cent, it was definitely dimin- 
ished. In only 8 patients, or 5.2 per cent, was 
the free hydrochloric acid content equal to or 
higher than normal. Occult blood was present 
in 60 per cent; lactic acid in 19 per cent; and 
the Boas-Oppler bacilli in 7.9 per cent of the 
152. The latter two figures are in all prob- 
ability too low. There was no relationship 
between the degree of retention and the 
presence or absence of free hydrochloric acid. 
We could not confirm the findings of Dwyer 
et al.,”” who noted in their series that free hydro- 
chlorie acid was present (in some in excess of 
the normal) in 70 per cent of all the patients 
giving a longstanding gastric history previous 
to the development of the carcinoma. In our 
eases there was absolutely no relationship be- 
tween the previous gastric history and the 
presence or absence of free hydrochloric acid. 
In one ease, however, where a very high (65) 
free hydrochloric acid content was present, 
there was a large gastric ulcer in addition to 
the tumour, and two other patients with co- 
existent ulcer also revealed the presence of free 
hydrochlorie acid. 


None of the special diagnostic tests, such as 
the Wolff-Junghans test, were performed on 
our patients. 

Urine. — The urine examinations revealed 
nothing abnormal. 

Radiographic examination.—The radiographic 
examination of the stomach after the admin- 
istration of the barium meal is the greatest 
diagnostic aid. Out of 201 of our patients who 
had a barium series, gastric carcinoma was cor- 
rectly diagnosed in 176, or 87.5 per cent. In 
13 cases the presence of either a- gastric or 
duodenal ulcer was suspected, while in 8 others 
the stomach was thought to be normal. Car- 
cinoma of the pancreas, gastric polypi, duodenal 
adhesions, and carcinoma of the esophagus were 
each diagnosed once. 

Retention of the barium in the stomach after 
a six-hour period was observed in 44.7 per cent 
of our cases, and in 25.3 per cent the retention 
was of an extreme degree. 

The pylorus was by far the most common site 
of the tumour as determined by radiography, 
being affected in 102 cases. The greater curva- 
ture, the lesser curvature, and the cardiac end 
were involved in 18, 20, and 20 cases respec- 
tively. In 13 cases a general lack of pliability 
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was observed, while in the remaining 26 no 
localization of the growth was given in the x-ray 
report. 


CLINICAL DIAGNOSIS 


The diagnosis of gastric cancer was correctly 
made in 232 patients, but in 11 of these the 
possibility of a peptic ulcer was seriously con- 
sidered. In 6 cases duodenal ulcer was con- 
sidered to be the lesion present, and in 4 others 
a gastric ulcer was suspected. Carcinoma of 
the pancreas, cesophagus, liver, and hepatic 
flexure of the colon, were each diagnosed once 
and are pardonable errors. One case was be- 
lieved to have carcinoma of the rectum, as the 
metastases to the rectal glands were of such a 
size as to suggest a primary tumour in this 
location. 

Other diagnoses applied to individual cases 
were jejunal ulcer, cholecystitis, esophagismus, 
and tuberculous peritonitis. The last of these 
demonstrates the difficulty in diagnosis occa- 
sionally encountered when fever and ascites are 
present. Four patients were admitted suffering 
from cerebral accidents in whom the presence 
of a gastric tumour was discovered at autopy. 
One other patient, diagnosed as having pneumo- 
coccic meningitis, was admitted and died with- 
out the presence of gastric carcinoma being 
suspected. - | 


TREATMENT AND RESULTS 


Exactly one-half, or 127, of our patients were 
submitted to operative treatment, and in 56 of 
these the abdomen was immediately closed as 
nothing could be done. A palliative gastro- 
enterostomy was performed in 49 others. In 
only 22 cases was a partial gastrectomy deemed 
of value, and in 18 of these patients metastases 
to the regional glands had occurred. The great 
majority of the patients not operated upon were 
only too obviously inoperable, although there 
were several who refused any treatment what- 
soever. In summary, then, only 8.8 per cent 
of our patients were seen at a stage when there 
was any hope of cure by means of a gastrectomy. 
As is to be expected from the above figures, the 
results were very poor. Although no follow-up 
history has been attempted, only two patients 
are known to be alive five years following oper- 
ation. One of these is of special interest, how- 
ever, as, at operation, he had a carcinoma of 
the pylorus with metastases to the regional 
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glands. A partial gastrectomy and removal of 
the glands was done and now, ten years after 
the operation, he is perfectly well. Few have 
met with the success of William Mayo*® who 
reported that of the patients who survived re- 
section of the stomach, 38.6 per cent were free 
from recurrence for three years or more after 
operation and 26 per cent for five years or more. 
Kighty-six patients died in the hospital, 39 
following operation and 47 either from the 
effects of the carcinoma or from some inter- 
current illnesses. The insidiousness of the dis- 
ease and its rapid downward course from the 
onset of symptoms is further emphasized by the 
fact that in the latter group the average dura- 
tion of gastric complaints was only one year. 


PATHOLOGICAL FINDINGS 


Type.—A pathological diagnosis was made in 
109; in 63 of these an autopsy was performed, 
and in the remainder biopsies were obtained. 
In 59 instances an adenocarcinoma was 
present; carcinoma simplex was noted 34 
times; and colloid carcinoma was found in 6 
eases. In 9 patients the carcinoma involved 
the entire stomach, presenting the picture of a 
linitis plastica. On microscopic examination, 8 
of these were proved to be of the diffuse 
simplex type, while in the remaining case a 
diffuse fibrous adenocarcinoma was discovered. 
These cases are to be reported in detail else- 
where by the senior author. 

Site-——Out of the 63 cases coming to autopsy, 
the pylorus was involved in 28, the lesser 
curvature in 8, the greater curvature in 7 and 
the cardiac end in 6. In the remaining 14 the 
tumour was so widespread that no localization 
could be attempted. 

Ulceration and perforation. — Ulceration of 
the tumour was noted in 31 cases, but in only 
2 instances was the carcinoma thought to be 
secondary to a chronic indurated ulcer. In 6 
cases perforation had occurred, twice into the 
transverse colon, resulting in a _ gastro-colic 
fistula, while in the other 4 the perforation 
communicated with the peritoneal cavity and a 
generalized peritonitis had resulted. 

Metastases.—Metastases were discovered in all 
but 7 of the cases coming to autopsy. The 
regional glands were most frequently affected, 
being involved in 32 instances. The liver was 
invaded in 20 cases, while omentum, mesentery 
and peritoneum were the site of metastases in 
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18, 14 and 12 instances, respectively. Involve- 
ment of the retroperitoneal glands occurred 8 
times, while in the rectal and also in the 
mediastinal glands metastases were observed 4 
times. Metastases to the lungs occurred in 4 
eases, but the pleura was involved only once. 
Other rarer sites for metastases were the ap- 
pendix, gall bladder, urinary bladder, the cystic 
duct, and the spleen. Invasion of the neighbour- 
ing organs by direct extension of the tumour was 
frequently encountered. The pancreas was 
thus invaded in 11 instances; the transverse 
colon in 6; the esophagus in 5; and the duo- 
denum in 2; while the gall bladder, the cystic 
duct, the portal vein and the left suprarenal 
gland were each involved once. A _ general 
necrosis of all the metastatic growths was noted 
in 2 instances. In one of these patients the 
necrosis of the hepatic metastases had caused a 
tremendous hemorrhage -into the peritoneal 
cavity. 

The co-existence of other tumours.—lIt is re- 
markable that 4 of our patients (an incidence 
of 6.3 per cent), should have had malignant 
tumours of an entirely different origin at other 
sites. In 3 of these patients there was a co- 
existent carcinoma of the sigmoid colon, while 
the other had an additional uterine carcinoma. 


COMMENT 


From a review of this series the outlook for 
patients with carcinoma of the stomach appears 
dark indeed, yet we cannot help but feel that 
many of these patients could have been saved 
by a thorough investigation at an early stage. 
The necessity of an early diagnosis is obvious 
and the rules to arrive at such a diagnosis have 
been laid down by many observers, among 
others, T. R. Brown”? and Alvarez.*° The 
former recommends that if, after a careful his- 
tory and a thorough physical examination, no 
definite cause for the supposed indigestion is 
discoverable, one should advise an exploratory 
laparotomy. As Alvarez has pointed out, even 
with the physician himself as the sufferer, these 
diagnostic rules are not always followed. He 
stresses two general principles. In the first 
place every patient of middle age with any 
gastric complaint should be suspected, the more 
so if the history is of short duration; secondly, 
even if all methods of examination are nega- 
tive, an exploratory laparotomy is indicated if 
the history and symptoms are suggestive. 
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Stomach”, 


Winnipeg 
Part III. 


S I have shown in a previous paper,’ thyroid 
enlargement is not equally distributed in 
the various districts in Winnipeg. For many 
years, especially following the change of water 
supply, it was thought that the apparent increase 
in goitre was due to the fact that the water 
from Shoal Lake was low in iodine. This theory 
can now be definitely excluded, as all sections 
of the city have the same water supply. If 
water was the determining factor the incidence 
of thyroid enlargement would be quite similar 
in all districts. It was therefore obvious that 
there were other predominant causative factors. 
With this thought in mind, I investigated the 
incidence of thyroid enlargement in the various 
nationalities. 

Chart I shows the percentage incidence in the 
main pure racial groups found in Winnipeg 
school children. Nationality in all cases is based 
upon the nationality of parents. There are 
certain nationalities which I have purposely not 
included. Those who classified themselves as 
Canadians on the ground that they were born 
in Canada, without giving the nationality of 
the parents, were not included in this classifi- 
eation. For a like reason I have omitted those 
who were classified in the schools as American 
and French. 


* The preceding parts may be found in the Journal, 
1932, 27: 8, 146. 





I have previously noted’ that in schools at- 
tended chiefly by children of central European 
and Jewish races, goitre is most prevalent. 
Chart I corroborates this finding. In Ruthenian 
children, the percentage reaches the astounding 
figure of 39.5. Jewish children are next in 


RACIAL INcIpeNc , 
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order with 30.8 and then follow other central 
European races, ranging from 29.8 in Polish 
down to 23.1 in Austrians. At the other end 
of the seale we find English, Scottish, Irish, 
Welsh, and last of all Icelandic, all grouped 
between 13.4 in the English and 8 in the 
Icelandic children. In endeavouring to account 
for this wide discrepancy we rule out water 
supply, which is common to all, and search for 
some factor which has a wide range of variation 
in the different nationalities. 
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In considering the prevalence of any form of 
disease among children, experience teaches us 
to look in the first place at the general sanitary 
conditions of the homes from which these chil- 


dren come. In this respect, however, the varia- 
tion does not oceur between one racial group 
and another, but rather between one economic 
group and another in all racial groups. 


Hours of sleep and, except in the case of 
Jewish children, hours of play seem to be much 
the same in all groups. Many Jewish children 
after the conclusion of the public school day 
attend classes for instruction in the Hebrew 
language, and in this way carry a heavier mental 
load than the children of other groups. The 
greater mental strain may be a factor in caus- 
ing thyroid enlargement. Overcrowding, too, 
which is more common amongst the non-British 
groups, must not be lost sight of as a possible 
factor, though the incidence is not clear. 


Pursuing this survey in another field, we turn 
to diet as the one great factor which does un- 
doubtedly vary to a very marked degree in vari- 
ous races. Diet has now assumed a very promi- 
nent place in curative medicine, but its use in 
preventive medicine is probably not stressed 
enough. Until a few years ago the subject of 
nutrition was dominated by German ideas, espe- 
cially by the work of Reubner. It was thought 
that if a person ate enough to produce sufficient 
energy to carry on body needs it was sufficient. 
Reubner laid down his rule of ‘‘isodynamic 
equivalents,’’ that is to say, that most food stuffs 
were equally good so long as they provided 
sufficient for maintenance of the body’s want. 
Hopkins? exposed this fallacious idea in his 
celebrated Huxley lecture. He showed that 
every food in order to produce perfect health 
must have at least a minimum of certain con- 
stituents. 

Mellanby*® has shown that it is possible to 
produce in animals any degree of perfection or 
imperfection in teeth by diet. Diets with milk, 
egg yolk, cod liver oil, ete., in abundance, sub- 
stances rich in vitamin D, were productive of 
good teeth. A lack of vitamin D favoured the 
development of deficiently calcified, dull, dis- 
coloured and uneven teeth. He‘ also found that 
animals were prone to develop infection if lack- 
ing in sufficient Vitamin A. 


No paper dealing with nutrition would be 
complete without mention of the work of that 
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master research worker, McCarrison.® No one 
has done so much to show the ill effects of poorly 
balanced diet as he. In a paper read before the 
Royal College of Surgeons, England, in May, 
1931, he gave the results of some noteworthy 
observations. In the last two and one-quarter 
years he had himself performed 1,189 post- 
mortems on rats fed on well balanced food 
similar to that eaten by certain people of 
Northern India, amongst whom some of the 
finest physical specimens of mankind are to be 
found. During the time there had been no 
illness in the community of albino rats, no 
deaths from natural causes, and no infantile 
mortality. He states that death was excluded 
by minute attention to three environmental 
conditions — cleanliness, comfort, and food. It 
is interesting to compare this with his post- 
mortem findings in 2,243 albino rats fed on 
improper diets. The morbid states included all 
forms of diseases. He proved conclusively that 
one-sided diets, disproportionably rich in cereals 
and poor in animal fats, milk and fish and vege- 
tables, are capable of inducing in albino rats a 
large proportion of the diseases that our human 
race falls heir to. 

Knowing these facts it occurred to me that 
diet might be the reason for the wide variation 
of thyroid enlargement in the various races in 
Winnipeg school children. I therefore insti- 
tuted an investigation into the dietary of the 
various races found in Winnipeg school children. 

Through the courtesy of Dr. Mary Crawford, 
Chief Medical Officer of the Winnipeg School 
Board, sample diets of children of various races 
were collected. Several outstanding features 
were noted at once. Throughout the central 
European races the children’s diets were very 
poorly balanced. There was a marked deficiency 
in vitamins B and C, due to a great lack of 
fresh fruit and vegetables. Milk, cream, and 
butter were not largely used. The outstanding 
feature, however, was the widespread use of 
cabbage, generally boiled. This is used most 
extensively. Jewish children not only have a 
very badly balanced diet, but consume a great 
deal of fatty foods. Dr. A. Hollenberg was 
good enough to give me information which cor- 
roborates this finding. In checking over the 
dietary of English, Scottish, Irish, Welsh, and 
Icelandic children, it was found that they are a 
moderately well balanced diet, with plenty of 
milk, eggs, fish, vegetables, fruit, ete. 
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This investigation of the diets of Winnipeg 
school children would seem to show the 
following facts :-— 

1. That in the diets of central European 
children, cabbage was a very important item, 
and that for the most part this was eaten after 
being boiled. 

2. That while vitamins A and D appeared to 
be present in the average child’s diet in 
sufficient quantity, in the diets of central 
European children there was a deficiency of 
vitamins B and C. 

3. That in the diets of Jewish children fats 
were in excess, and that, generally speaking, 
their diets were badly balanced. 

Are these deficiencies in diet in any way a 
causal factor of thyroid enlargement? If one 
believes that they might be a causal factor, is 
there any experimental work reported which 
would corroborate this idea? 

In 1928, while experimenting with lues in 
rabbits, Chesney, Clawson and Webster® noted 
that endemic goitre developed in their labora- 
tory animals. They investigated this and found 
that neither the conditions under which the 
rabbits were kept nor the lues was a cause of 
this disease. Continuing their observations on 
this interesting fact,’ they found that co- 
incident with the development of goitre there 
occurred a fall in the basal metabohe rate, 
amounting to as much as 16.6 per cent. Rabbits 
with the greatest depression showed the largest 
goitres. In 1930, they concluded that cabbage 
appeared to be the major etiological factor.® 
They also noted that 7.5 mgrm. of iodine per 
week completely protected the animals against 
this goitre-producing factor. The goitrogenic 
agent was much more potent in winter than in 
summer cabbage.® 

Both McCarrison’® and Marine™ have cor- 
roborated these findings. These observers both 
found that boiling the cabbage enhanced its 
goitrogenic properties. McCarrison also found 
that ‘‘radiostoleum’’ enhanced the goitrogenic 
action of steamed cabbage; that a lack of fat- 
soluble vitamin A and vitamin B and C tends 
to the development of what he calls ‘‘lymph- 
adenoid goitre’’;* that a high fat diet is con- 
ducive to thyroid enlargement. It would seem, 
therefore, that an overabundance of cooked 
cabbage in the dietary of central European 
children may be the chief factor in the very 
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high incidence of thyroid enlargement. Here 
we appear to find actual corroboration of our 
findings in Winnipeg school children in the ex- 
perimental work of these observers. 

The effect of the lack of vitamins B and C 
is less evident and requires a great deal more 
consideration, together with the recognition and 
careful study of that type of thyroid which is 
called lymphadenoid goitre by MecCarrison in 
India and Scott Williamson and Pearse in Eng- 
land. We are unfamiliar with this type of 
thyroid, but have no proof that it does occur 
in our district. From his work, I am led to 
believe that McCarrison deems vitamin A as the 
most important vitamin. 

That an excess of fat in a diet is productive 
of thyroid enlargement is well known. This is 


in all probability one of the chief factors in the 
high incidence of thyroid enlargement in Jewish 
children. 
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With all these facts, and others too numerous 
to repeat, before us, is it unreasonable to assume 
that dietetic unbalance may be one of the out- 
standing factors in the high incidenee of goitre? 
Is it not a clear indication that a carefully 
balanced diet is of the utmost importance, along 
with proper rest and play, in the development 
of a healthy child; and that if we stress 
dietetics during childhood, we may reasonably 
expect to find general community health raised 
to a much higher standard, and all the ailments 
which the human body falls heir to much in the 
decline? 

Chart 2 shows the percentage incidence of 
children with goitre who were underweight and 
the percentage incidence of children without 
goitre who were underweight. As shown in 
Chart 2 the percentage of underweight, irre- 
spective as to whether they have thyroid en- 
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largement or not, remains the same. The sudden 
rise of underweights associated with goitre in 
the 17 and 18 year old girls is probably due to 
the small number of children in this group. It 
would appear that underweight in itself is not 
a factor in causing thyroid enlargement. 

In this paper I have attempted to solve the 
problem of why thyroid enlargement in Win- 
nipeg school children is so predominately found 
in central European and Jewish children. At 
the same time I have emphasized the importance 
of a correct diet, illustrating my discussion by 
citing some diseases that can be and are pro- 
duced by unbalanced food. That goitre is 
produced by excessive cabbage in the diet of 
animals has been proved beyond doubt. Un- 
questionably, cooked cabbage is eaten in large 
amounts by the central European races in Win- 
nipeg. Is this the explanation for the large 
number of thyroid enlargements found in these 
children? Undoubtedly the evidence is not suf- 
ficient to say that it is the chief cause; it is 
however very suggestive and worthy of further 
investigation. I propose to personally investi- 
gate the goitrogenic effect of cabbage in this 
area. Marine has shown that cabbage from dif- 
ferent states varies greatly in goitrogenic action. 

This is the first survey in which nationality, 
diet and thyroid enlargement have been cor- 
related. Further surveys should be made in 
other parts of the country. 


CoNCLUSIONS 


1. Thyroid enlargement is much more pre- 
valent in central European and Jewish children 
than in those of other nationalities. 


2. Dietetic unbalance has a profound dele- 
terious effect on the human body and may 
cause many diseases. 

3. The diets of English, Irish, Scottish, 
Welsh and Icelandic children are well balanced, 
and thyroid enlargement is less than half of 
that found in the other national groups 
examined. 

4. Cabbage has been shown by reliable 
workers to have a profound goitre-producing 
activity. 

5. Cabbage is a predominant constituent in 
the dietary of the central European races 
among which thyroid enlargement is very 
prevalent. 

6. In the case of Jewish children the diets 
are poorly balanced and are rich in fat. This 
may be the predominating factor in the large 
number of Jewish children with goitre. 

7. Thyroid enlargement occurs with equal 
frequency in children who are normal in weight 
and in those who are underweight. 

8. This survery emphasizes the need of pre- 
ventive medieine with special reference to diet 
in children. | 
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LipopystrRoPHY.—A. H. Parmelee states that lipo- 
dystrophy is defined by Coates as a ‘‘disease especially 
liable to affect children 5 to 8 years of age, in which 
characteristically there is a loss of subcutaneous fat of 


the face, neck, thorax, arms and abdomen, without 
assignable cause or gross symptoms of ill health. In 
association with this, there is in addition, in females, 
an increase of subcutaneous fat below the iliac crests.’’ 
The outstanding features are the thin, almost cadaverous 
looking face and upper part of the trunk, while the 
lower part of the trunk and the legs look either normally 
or better than normally well nourished. Also, there is no 
loss of muscular power nor disturbance of sensation over 
the parts affected, and the individual is active and 
strong and well in every other respect. Although the 
face often appears pale, no anemia can be demonstrated. 
The onset is usually in young childhood. Absolutely no 
clue to the etiology of this strange disease is as yet at 
hand, though many writers have indulged in interesting 


speculations. The author goes in detail into the specu- 
lation as to etiology, because in six cases reported by 
him the onset seemed definitely to have followed some 
trauma to or infection of the naso-pharynx, and in the 
reported cases there are thirteen in which the onset dated 
from such conditions as measles, pertussis, influenza, 
pneumonia, tonsillitis, tonsillectomy and otitis media. In 
his cases, two followed tonsillectomy, one tonsillitis, one 
measles and pertussis, and one diphtheria, measles, per- 
tussis and tonsillectomy. The close relationship of 
infections of the upper respiratory tract to encephalitis 
with its favourite localization in the midbrain brings 
strongly to mind the possibility, at least, that there may 
be some etiological connection in this disease. None of 
the patients showed any laboratory or clinical evidence 
of disturbance of the endocrine glands. Emphasis is 
laid on the possibility that toxic or infectious derange- 
ment of central trophic centres in the thalamic and 
subthalamic areas of the midbrain may be the main 
etiological factor.—J. Am. M. Ass., 1932, 98: 548. 
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N a previous communication (W. and A.") the 
results of pyloric obstruction in dogs with 
cesophagotomy and gastric and duodenal fistule 
were described. It was demonstrated that under 
proper conditions such animals may survive in- 
definitely and that pyloric obstruction per se 
produces neither alkalosis nor a hypersecretion 
of gastric juice. For this, however, it is essential 
that a proper balance is maintained between 
substances lost to the animal, especially in the 
gastric juice, and those introduced into the 
body. In the present paper some pathological 
observations made on obstructed dogs will be 
reported. Although of a preliminary character 
they appeared to be of practical as well as 
theoretical importance. 


HYPERSECRETION AND CEDEMA 


While experimenting with different diets for 
maintaining the nutrition of the obstructed 
animals, the following mixture was devised :— 
160 grm. glucose in 1,000 ¢.c. normal saline. 
salt mixture. 

65 grm. casein in 600 ¢.c. tap water. This required 
2.5 grms. of sodium carbonate for solution. 

125 ¢.c. cream, 10 ¢.c. cod liver oil, and 50 ¢.c. tomato 
juice daily. 

With this diet dog C received each day 1725 
to 1775 ¢.e. of fluid with 9.75 grm. nitrogen and 
d.0 grm. chlorine. 

While this diet contained all the essentials 
of an adequate diet, excepting a proper balance 
of ions, there gradually developed a hypersecre- 
tion of gastric juice and cdema of the body. 
The edema was not so marked in the morning 
when the dog was removed from the cage after 
a night’s sleep, but it increased while the ani- 
mal was standing and was very pronounced by 
the late afternoon. (Table I). 

On February 24th the dog was in poor eon- 
dition, and secreted a considerable quantity of 
gastric juice in the morning hours when nor- 
mally the secretion was very scanty. The legs 


1 grm. 


* From the Departments of Physiology and Experi- 
mental Surgery, McGill University, Montreal. The 
expenses of this investigation were partly defrayed by 
a grant from the Elizabeth Thompson Science Fund to 
one of us (D.R.W.). 
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were cedematous and the blood showed a CO,- 
combining power of 75.8 and a low chloride con- 


tent, 0.403 grm. per cent NaCl. An attempt 
was made to improve the animal’s condition by 
the introduction of 600 ¢.c. of 0.9 per cent NaCl 
into the duodenum. The dog was somewhat im- 
proved, the CO,-combining power fell to 64.6, 
the chlorides rose to 0.456 grm. per cent, and 
the secretion of gastric juice diminished. How- 
ever, further introduction of saline failed to 
bring the animal to a normal state. The edema 
was still quite marked, and while the quantity 
of urine passed (640 ¢.c.) was comparable to 
that of the previous 24 hours (670 e.c.), the 
chlorine content was reduced and that of the 
gastric juice increased. The dog was very de- 
pressed and took very little interest in its sur- 
roundings. 

On February 25th, about 8 p.m., one litre of 
4 per cent glucose, with 10 ¢.c. of concentrated 
HCl, was introduced into the duodenum. The 
results were quite striking. The immediate 
effect was the secretion of a large quantity of 
urine. In two hours 365 ¢.c. were secreted, 7.¢., 
about half the amount secreted in the previous 
24 hours. The Cl excreted in the urine rose 
to 4.03 grm. in 24 hours, while that of the 
gastric juice diminished to 0.203 grm. per cent. 
Further administration of acid resulted in a 
gradual diminution of the quantity of gastric 
juice secreted, with a lowered excretion of 
chlorine by this route and a larger excretion of 
chlorine by the urine. The animal’s general 
condition rapidly improved, the gastric secre- 
tion diminished, and in 48 hours the edema had 
completely disappeared, the dog being once more 
in excellent condition. 

These symptoms of cedema and hypersecretion 
associated with alkalosis were again observed 
about one month later. Here again ammonium 
chloride and normal: saline injected intraven- 
ously failed to raise the blood chlorides, reduce 
the alkalosis, or relieve the edema, but the in- 
troduction of HCl into the duodenum rapidly 
restored the animal to a normal state. 
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TABLE I. 
Doe C, on AN ALKALINE Diet 


Gastric juice and urine were collected during 24 hour periods beginning 9 a.m. each day. 


The date refers to the beginning of the collection period. 

















Balance Gastric Contents 
Fluid | Fluid N N cl cl Weight Vol. Free Total Total Total | Pepsin 
Date Intake | Output | Intake | Output | Intake | Output Hcl Hcl N cl Mett’s 
€.¢, €.€. g/24h | g/24h | g/24h | g/2hh kg c.c. 24h] per cent | per cent | g/24h g/24h units 
Feb. 19 1785 1405 9.00 6.49 5.5 §.22 330 0.263 0.467 0.174 1.83 144 
~ 1725 1130 9.75 6.67 5.5 4.18 10.65 270 0.234 0.435 0.169 1.50 100 
o ae 1725 1050 9.75 8.0 5.5 3.50 360 0.291 0.478 0.202 2.05 144 
= ae 1755 1470 9.75 7.10 5:5 4.09 11.10 430 0.197 0.346 0.171 1.26 100 
.' 2 1775 975 9.75 7.53 5.5 3.78 335 0.351 0.515 0.178 1.98 144 
24 2260 1170 9.75 6.07 8.23 4.00 10.7 500 0.351 0.485 0.210 2.84 100 
* 25 2760 2140 9.75 8.63 9.50 6.06 365 0.255 0.455 0.203 2.03 328 
26 1765 1335 9.75 8.24 5.50 5.75 265 0.409 0.533 0.154 1.57 196 
* 1755 1095 9.75 7.77 6.05 4.59 225 0.314 0.447 0.219 1.30 286 
Dog C, On AN ALKALINE Diet 
Urine Blood 
CO2 com- 
Total Total bining Urea cl NaCl Remarks 
Date Vol. N cl power g per cent | g per cent 
c.c./2@4h| g/24h | g/24h volume mg. per cent 
Feb. 19 1075 6.32 3.39 
20 860 6.50 2.68 
21 690 7.80 1.45 
22 1040 6.93 2.83 (Edema of feet noticed. 
23 640 7.35 1.80 Vomited at 6 p.m. after fat given. 
Feet cedematous. 
24 670 5.86 1.16 75.8 12.88 0.244 0.403 Feet cedematous. Dog in depressed 
state. NaCl given 
25 1775 8.43 4.03 64.4 0.456 Feet edematous. 10 c.c. conc. HCl 
and 40 grm. glucose in 1 litre of 
water given. 
26 1070 8.09 4.18 59.4 10.64 0.284 0.468 Feet less edematous. 
27 870 7.55 3.29 (Edema all gone. 1.35 ¢.c. cone. HCl 


It has been shown by Porges, Leimdorfer and 
Marecovichi® and by Ni and Liu® that loss of 
HCl leads to alkalosis and an increase of the 
CO,-combining power. Loss of Cl leaves the 
fixed base of the blood unsatisfied. The Cl lost 
has to be replaced by some other anion and 
the fixed base has not changed or may even 
have inereased (Bulger, Duff and Harrison’). 
Introduction of NaCl could not be expected to 
relieve this condition, since one is giving an 
equivalent of fixed base for every equivalent 
of Cl. Any improvement that might be noted 
under the administration of NaCl depends on 
the differential excretion of the fixed base of 
the NaCl by the kidney and the liberation of 
the Cl ion. On the other hand, the introduc- 
tion of HCl supplies those ions which have been 
lost from the body with the gastric secretion, 
introduces no fixed base into the body, and tends 


given. 


to restore the normal proportion of fixed base 
bound by Cl and by HCO,. 

It has been indicated by Browne and Vine- 
berg’ that there is a direct relation between the 
total CO,-content of the arterial blood and the 
amount of HCl secreted by the stomach under 
vagal stimulation in dogs. In so far as the CO,- 
capacity of the blood, as determined in our ex- 
periments, may reflect the CO,-content of the 
arterial blood, our results are in agreement with 
their view. 

The occurrence of edema during the alkalosis, 
the lack of improvement under treatment with 
NaCl, and the improvement on administration 
of HCi, may be related to the ionic changes 
occurring contemporaneously. It is impossible 
at the present time to make any exact inter- 
pretation of their interrelationships. We feel, 
however, that the amount of the fixed base 
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bound by anions and possible alterations in the 
ability of the kidney to excrete the fixed base, 
owing to the excessively low Cl excretion in the 
urine, are the lines along which this investiga- 
tion should be continued. Some confirmation of 
our data is found in the treatment of nephritic 
cedema advised by Lashmet.* His opinion, based 
on clinical observation, is that the acid reaction 
of the ash-content of the diet which he ad- 
vocates is responsible for the ability of the 
kidney to excrete chlorides and reduce cedema. 


Gastric H4AMORRHAGE 


Another interesting observation in the two 
dogs with pyloric obstruction, cesophagotomy, 
and gastric and duodenal fistule was the 
occurrence of repeated hemorrhages from the 
stomach. Without wishing to support any 
theory of ulcer formation, we have noted in 
several animals that mechanical irritation by 
the metal cannula, when active gastric juice 
was present in the stomach and food was absent, 
was a repeated cause of ulcer and hemorrhage. 
Dog C died four months after obstruction, death 
following a severe hemorrhage, and the autopsy 
showed a large ulcer where the metal rim of 
the cannula had been in contact with the mucosa 
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of the stomach wall. Dog I had survived for 
over a year with a gastric fistula, being fed 
normally through the stomach, and only after 
obstruction showed signs of bleeding. Ivy and 
Fauley* have emphasized the importance of 
mechanical irritation by roughage as an etio- 
logical factor in ulcer formation. 


SUMMARY 


1. Dogs with pyloric obstruction, when placed 
on an alkaline diet, developed a hypersecretion 
of gastric juice and edema of the body. 

2. The hypersecretion and edema were re- 
lieved by the administration of hydrochloric 
acid. 

3. Uleeration of the stomach occurred as the 
result of mechanical irritation by the metal 
cannula. 


We wish to thank Prof. B. P. Babkin for hw help- 
ful criticism and advice in directing this investigation. 
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THE TECHNIQUE OF THE OPERATION FOR ACUTE APPENDICITIS 


By James McKenty, M.D., F.R.C.S. (C.), 


Winnipeg 


HE frequent observation of scars of unsuit- 

ably placed incisions in patients who have 
been operated on for acute appendicitis and the 
fact that a large proportion of these operations 
are performed by the general practitioner have 
led me to think that a paper on the technique 
of the operation might prove useful. 

Clinically acute appendicitis may be divided 
into the following groups. 

1. Cases in which the evidence indicates that 
the inflammation is still limited to the ap- 
pendix uncomplicated appendicitis. 

2. Cases complicated by local peritonitis or 
abscess. 

3. Cases with diffuse spreading peritonitis 
with’ well marked muscular rigidity across the 
lower abdomen, but without distension. 

4. Cases with general peritonitis and abdomi- 
nal distension. 


As the technique of the operation depends 
upon the type it is important to so amplify the 
diagnosis as to place the ease in one of the above 
groups. It is also important to determine the 
position of the appendix as far as possible. For 
this purpose palpation of Douglas’s pouch, 
either per rectum or per vaginam is an essential 
part of the pre-operative physical examination. 
The position of the inflammatory mass can be 
determined by abdominal palpation more ex- 
actly after the patient is anesthetized. We will 
consider the technique of the operation in each 
of these four groups. 

UNCOMPLICATED APPENDICITIS 

In group 1, with the mass palpable in the 
right lower quadrant of the abdomen, the 
musele-splitting method of approach meets 
best every possible requirement. The _ in- 
cision should be nearly transverse, its outer 
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end extending outward above and within 
one inch of the spine of the ilium. When the 
palpable mass lies high behind the ascending 
colon the incision is extended upward, and 
when the mass lies near the mid-line, either 
behind the small intestine or at the brim of the 
pelvis, the incision is extended medial-ward. 
The aponeurosis of the external oblique is split, 
not through MeBurney’s point, but farther out, 
within an inch of the spine of the ilium, where 
separation is continued into the fleshy belly of 
the muscle as high as necessary, depending 
upon the position of the mass. Near the spine 
a branch of the deep circumflex iliac artery 
will need ligation. About an inch and a half 
medial to the spine the hypogastric branch of 
the iliohypogastric nerve penetrates the in- 
ternal oblique and then lies between the two 
oblique muscles in its course downward and 
inward. When the muscle is split through 
McBurney’s point the nerve is more likely to 
be injured than when the split is made farther 
out, as in the latter case the nerve is occasional- 
ly retracted inward and upward with the inner 
flap, but is more frequently seen lying upon 
the internal oblique. The operator should 
identify this nerve before proceeding to the 
next step, in order to avoid injuring it. The 
fibres of the internal oblique and transversalis 
are so nearly parallel that they may be split 
along the same transverse line. This should be 
done high or low, depending upon the position 
of the mass. It is effected most readily by 
penetrating with a fine pointed hemostat the 
common aponeurosis of these muscles near the 
outer border of the rectus and continuing 
the separation outward as far as required. It 
should be remembered that the ilio-inguinal 
nerve lies between these muscles from a point 
about one inch below and internal to the spine 
of the ilium to the internal inguinal ring, and 
' might be injured in a low splitting of these 
muscles. 


Towels are now fixed to the muscles forming 
the margins of the wound in order to protect 
them from contact with the infected appendix 
during its delivery from the abdomen. Retrac- 
tion of the wound now exposes the trans- 
versalis fascia, which is sometimes found 
adherent to the subjacent peritoneum. In 
opening these structures the possibility of 
intestine being adherent should be kept in 
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mind. The peritoneum having been opened, 
note whether fluid is free within the abdomen 
and its character. Remove the retractors and 
introduce two fingers of the right hand along 
the lateral wall of the abdomen into the iliac 
fossa, then turn them upward to the cecum. 
In this way the position of the swollen ap- 
pendix or inflammatory mass is determined. 
If adhesions are few and easily separated the 
appendix may be delivered at once, but if a 
considerable mass be found near the mid-line it 
is wiser to extend the incision medial-ward 
after the method of Wier, that is, by incising 
the sheath of the rectus and retracting the 
muscle inward, rather than to attempt the next 
step through too small an opening. Before the 
mass is disturbed a moist gauze pack is placed 
so as to prevent extrusion of the intestine or 
diffusion of septic material should the appendix 
rupture during liberation. The placing of this 
pack is regarded by Deaver as a very important 
part of the operation. Intelligent retraction 
and elevation of the abdominal wall by the 
assistant greatly facilitates the proper placing 
of this protecting pack. Separation of the 
appendix from its adherent surroundings, and 
its delivery out of the abdomen may now be 
undertaken. As adherent omentum often closes 
a perforation it should not be detached until 
after delivery. A broad-bladed hemostat is 
now placed upon the appendix one-third of an 
inch from the eeeum, and pressed home so as 
to erush the tissue grasped; another is placed 
on the tip. By means of these two hemostats 
the assistant holds both appendix and cecum 
in an accessible position while the surgeon ligates 
and cuts its mesentery. The appendix being 
now free, the assistant holds it in the vertical 
position by means of the hemostat attached to 
its tip, while the surgeon introduces the purse 
string suture as follows. His left hand grasps 
the hemostat on the base of the appendix; his 
right enters the needle on the anterior wall of 
the cecum with its point directed outward, thus 
leaving the loose end of the suture on the 
assistant’s side. When the circle is completed 
a knot is formed but not tightened. The surgeon 
now grasps the eexcum with tissue forceps to 
prevent it receding into the abdomen and re- 
moves the hemostat from the base of the ap- 
pendix. The assistant cuts through the distal 
half of the compressed tissue with straight 
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scissors, places the appendix in the specimen 
dish, and then tightens the knot on the purse- 
string suture, as the surgeon inverts the stump 
of the appendix into the cecum. Before placing 
a second turn in this knot, a hemostatic stitch 
is taken by passing the needle through that 
part of the wall of the exeum which lies be- 
tween the layers of the meso-appendix. (See 
Fig. 1). The same suture may be used to 
suture the artery of the appendix and to bring 
its mesentery over the site of the inverted 
stump. 





Fic. 1 


The manner of dealing with the stump is a 
subject concerning which much diversity of 
opinion and practice has existed for forty years. 
All the various methods may be reduced in 
principle to three: (1) crushing and simple 
ligation; (2) ligation, sterilization by phenol 
and alcohol, and burying by purse-string suture; 
(3) erushing and inversion by purse-string 
suture. 

It is probably true that any one of these 
methods will give good results in a fairly large 
series of cases, as the followers of each method 
claim. Yet mishaps have been reported after 
the use of each. After crushing and simple 
ligation extravasation from slipping of the liga- 
ture has been reported, in one case leading to 
fatal peritonitis. Another writer reported find- 
ing at a second operation, done six months later, 
an elongated stump containing a concretion. 
After ligation and burying in the cecal wall 
Kelly and Hurdon’ state that serious post- 
operative sequele have resulted in more than 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1932 





one case. Herman,’ of Rydigier’s clinic, re- 
ported the formation of an abscess in the cecal 
wall which ruptured on the fifth post-operative 
day, setting up a fatal peritonitis. Sweetser,* 
of Minneapolis, also, reports a case of infection 
spreading from the buried stump. How often 
a small abscess develops about the buried ligated 
stump can only be surmised. When it does 
develop, it undoubtedly, in the majority of 
cases, bursts into the cecum, not into the peri- 
toneal cavity. That it may burst into the 
peritoneal cavity, however, is established by the 
cases reported in the literature. As only the 
fatal cases have been reported, is it not quite 
likely that, in the majority of instances, the 
small quantity of pus becomes walled off and 
ultimately absorbed, giving rise only to slight 
systemic symptoms and persistence of tender- 
ness in the region hard to distinguish from that 
resulting from the trauma of operation? In- 
deed, it is impossible for the surgeon to know 
how often such limited infection may follow 
this method. The prevention of abscess forma- 
tion in the wall depends upon the perfect sterili- 
zation of the depressed stump. Carbolic acid 
and aleohol are not likely to be efficient in all 
eases. The actual cautery is more trustworthy, 
but is not always available, and it adds to the 
work of the operating room staff. Theoreti- 
cally, it is bad surgery to bury an infected 
stump, and, practically, it is impossible to be 
sure that sterilization has been complete. When 
sterilization has been incomplete some local in- 
fection in the wall of the cecum necessarily 
results. Such, probably, in the majority of 
instances, has little or no influence upon con- 
valescence. 

After the third method, crushing and inver- 
sion, reports of bleeding into the cecum are 
found in the literature of thirty years ago. 
Kelly and Hurdon mention two in their book 
on the vermiform appendix. Seelig* refers to 
three more. None of these were fatal. They 
all occurred last century, and were reported at 
the beginning of this century. Their publica- 
tion has no doubt greatly restricted the adop- 
tion of this method. 

During the first decade of this century some 
additional light was thrown upon the blood 
supply of the area about the stump of the 
appendix. In about 16 per cent of cases an 
artery of considerable size is given off from the 
appendiceal artery near its origin or from the 
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termination of the ileocecal, and passes down- 
ward between the layers of its mesentery or in 
the wall of the cecum to the base of the 
appendix. The hemostatic suture described is 
intended to control this vessel. This method 
of treating the stump has been used by me 
during the past twenty years in well over 3,000 
appendectomies without a single case of 
hemorrhage into the cecum. This technique 
conforms to established principles in dealing 
with defects in the alimentary tract in every 
other situation. The only objection to its 
application to the appendiceal stump has been 
the risk of hemorrhage. Three thousand cases 
without hemorrhage should be sufficient to re- 
move this objection and establish the trust- 
worthiness of this procedure. The essential 
features of this plan of dealing with the stump 
are the application of the heavy hemostat to 
the base, as the first step, in order to secure 
prolonged compression; secondly, as much of 
the crushed tissue as possible is left on the 
stump, and, thirdly, and of most importance, is 
the proper insertion of the hemostatic stitch 
through that part of the cecal wall in which 
the vessels run. . 

In acute cases, in which the wall of the 
excum is infiltrated and rigid no attempt 
should be made to either invert or bury the 
stump. Crushing, ligation, and covering with 
omentum is the proper procedure in such cases. 

The average mortality in group 1 is 0.5 per 
cent. 


CAsEsS COMPLICATED BY LOCAL PERITONITIS OR 
ABSCESS 


When the area of infection or abscess lies in 
contact with the anterior or lateral abdominal 
wall, as is usually the case, the surgeon should 
aim to open directly into the mass without in- 
vading the free peritoneal cavity. The incision, 
therefore, should be made directly over the mass. 
The muscle-splitting incision already described 
serves well for entering any area in the right 
iliac fossa, and by making an extension upward 
it also serves well for the retrocecal and retro- 
colic abscess. The transversalis fascia is usually 
found to be edematous and adherent to the 
underlying structures, which should therefore 
be opened cautiously by blunt dissection. 

Sometimes the palpable mass lies near the 
mid-line directly beneath the right rectus 





muscle. You may get the impression that it 
lies directly in contact with the anterior abdomi- 
nal wall and that it might easily be opened 
through a right rectus or Battle incision. I am 
convineed that either of these incisions would be 
a serious mistake, for the following reasons. 
The appendix in these eases is directed inward 
and usually lies behind the small intestines. 
Usually its distal third is perforated, the in- 
fected area being covered by swollen adherent 
mesentery, loops of small bowel, and omentum. 
With such structures interposed between the 
appendix and abdominal wall, it is evident that 
the anterior incision is fraught with possible 
serious consequences. The right approach in 
this type is through the muscle-splitting incision 
plus the Wier extension. Before attempting to 
free the appendix it is very important that the 
protecting pack be properly placed and that 
the suction apparatus for removing pus be in 
readiness. The proximal appendix is identified 
and then traced medial-ward into the mass from 
which it is freed with as little disturbance of 
the overlying mesentery as possible. The ap- 
pearance of pus is the signal to discontinue the 
enucleation until the abscess cavity is emptied 
by suction. 


The extent of separation of adhesions and the 
length of time that may be safely spent in the 
search for and removal of the appendix ealls 
for surgical judgment that can be acquired only 
by experience. In abscess cases the distal por- 
tion of the appendix is nearly always so disin- 
tegrated as to be unrecognizable by palpation, 
so the search should be directed to the proximal 
portion; if this can be found the difficulty is 
solved. The occasional operator will do well to 
err on the side of safety, knowing that in 75 
per cent of the cases in which the appendix is 
not removed no further trouble from it occurs. 
Deaver says that it should not be necessary to 
leave the appendix in more than 2 to 5 per cent 
of all cases. In 177 abscess cases I left the 
appendix in 31, or 17.5 per cent, but secured 
the unusually low mortality for this type of 
ease of 2.2 per cent. This good result may, I 
think, be attributed to limiting the operation 
in the bad risk cases to drainage, usually, done 
under local anesthesia. In abscesses of long 
standing (5 to 10 days) the appendix is likely 
to be almost completely destroyed and the re- 
moval of the remnant, therefore, of so little 
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importance that a prolonged search for it is 
quite unjustifiable. 

The average mortality in group 2 is about 5 
per cent. 


Cases COMPLICATED BY PERITONITIS STILL 
LIMITED TO THE LOWER ABDOMEN 


This type is distinguished from eases of estab- 
lished general peritonitis by the absence of dis- 
tension, the presence of rigidity most marked 
across the lower abdomen and painful, audible 
peristalsis. 

The prompt removal of the appendix, the 
source of the peritoneal infection, is urgently 
indicated. It will be found gangrenous or per- 
forated, perhaps leaking cxcal contents through 
a hole near its base. Seropurulent fluid will 
be found free in the iliae fossa and pelvis. Al- 
though this fluid is said to be rich in bacteri- 
cidal substances most authorities advise its 
removal by suction. The use of gauze, either 
as wipes or as a pack, should be avoided on 
account of the susceptibility of the inflamed 
peritoneum to injury from the slightest trauma. 
The dictum of the late John B. Murphy— ‘‘ Get 
in quick and out quicker’’ is applicable espe- 
cially to this type. For the rapid removal of 
the appendix with the least trauma the muscle- 
splitting incision is, I think, the most suitable. 
As a rule drainage is not advisable in cases 
operated on within 48 hours of the time of 
perforation. That time can be determined by 
a good clinical history in which it is found 
that at a certain hour a more intense pain of 
different character began. Drainage of the ab- 
dominal wall is advisable. In some of these 
cases a jejunostomy should be done at once. 
The mortality in this type of case cannot be 
ascertained from a study of the literature. 


Cases CoMPLICATED BY GENERAL PERITONITIS 


The majority of these cases result from a 
continuation of the process present in group 3; 
some of them are due to breaking down of the 
barriers about a localized infection. They may 
be differentiated from those of group 3 by a 
decrease in abdominal rigidity, an increase in 
distension, the absence of peristaltic pain and 
audible peristalsis, and the increase in pulse rate 
and signs of failing circulation. 

Whether operation should be done at once or 
the Oschner-Sherren plan of treatment insti- 
tuted ‘is a moot question which needs for its 
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solution further clinical research by those who 
adopt the latter method. Deaver says, ‘‘Re- 
moval of the appendix will not stop the peri- 
tonitis, because it no longer depends upon the 


appendix for its fuel.’’ Others remove the 
appendix in the belief that no one can know 
with certainty that it is not still a source of 
infection. In the primary form, if immediate 
operation is decided upon it should be limited 
to a rapid appendectomy through a gridiron or 
right-rectus incision, with as little trauma as 
possible; hence purulent exudate should be re- 
moved by suction, not by the use of gauze wipes 
which injure the inflamed peritoneum. For 
reasons to be stated in discussing drainage, I 
prefer the muscle-splitting incision. In the 
form secondary to a leak from a previously 
localized infection, operation for drainage of 
the palpable mass should be done at once, as it 
is still a source of infection. Drainage of the 
abdominal incision is advisable in all cases in 
this group. 

The mortality of this group averages about 
33 per cent, the secondary form being the most 
fatal. Sixty per cent of all deaths from ap- 
pendicitis are due to general peritonitis. 

You have observed that in all four groups 
discussed, the muscle-splitting incision has been 
given the preference. When doubt exists re- 
garding the cause of a diffuse peritonitis the 
right-rectus incision is indicated, but I know of 
no indications for the use of the Battle incision. 


DRAINAGE 


For a decade or more the tendency toward 
the elimination of drainage in peritoneal in- 
fections has been increasing. This began as a 
reaction from the excessively radical efforts to 
remove purulent exudate from the peritoneal 
cavity that characterized the surgery of the first 
decade of this century. The great capacity of 
the peritoneal sae to combat and overcome 
infection, and the futility of attempts to drain 
in diffuse peritonitis have become generally 
recognized. It is now considered that drainage 
is indicated for localized pus collections only, 
and that it is useless or harmful in the presence 
of the diffusing and established general peri- 
tonitis without localized exudate. 

When an abscess lying in contact with the 
abdominal wall is opened without entering the 
peritoneal cavity its drainage is a simple matter. 
Carrellization may be begun at once. When 
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not complicated by additional pus _ pockets, 
retroperitoneal cellulitis, or portal phlebitis, 
such eases progress rapidly to a favourable 
termination. When, on the other hand, the 
abscess lies some distance from the abdominal 
wall the problem of drainage is much more 
difficult. As a guiding principle it may be 
emphasized that a drainage tube should never 
be so placed that it may become surrounded by 
small intestine. A tube lying in contact with 
the posterior abdominal wall throughout its 
whole course is the least likely to excite in- 
testinal adhesions and consequent liability to 
obstruction, while one brought through a right- 
rectus or Battle incision is certain to do so. 
J. L. Yates published an article in 1905 giving 
the results of an investigation into drainage of 
the peritoneal sae carried out upon animals. 
Among his conclusions is one concerning the 
position of the drainage tube, which he found 
becomes encapsulated by adhesions in six hours 
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in dogs. He says, ‘‘The least disadvantageous 
condition is obtained when the encapsulation 
is effected by the omentum and _ parietal 
peritoneum.’’ Abscesses situated behind the 
mesentery near the mid-line of the body or in 
the right iliac fossa may be efficiently drained 
by a tube lying in contact with the posterior 
abdominal wall and emerging at the junction 
of the lateral and anterior abdominal walls 
through the outer end of the muscle splitting 
incision described above (Fig. 2). If the 


aponeurosis of the external oblique has been 
split through MecBurney’s point, a separate 
opening farther out will have to be made in it 
in order to allow the tube to emerge at the 
junction of the lateral and anterior abdominal 
walls. 


Omentum when possible should be so 
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placed and fixed by suture as to prevent the 
small bowel from coming in contact with the 
drainage tube. With the patient in the right 
lateral position gravity drainage is secured. 

An abscess in Douglas’s pouch in the female 
is most efficiently drained through the vagina; 
in the male, through a supra-pubie stab incision. 
In a few cases a tube extending across the iliac 
vessels to the outer end of the oblique incision 
has succeeded. Owing to the danger of erosion 
of the vessels and secondary hemorrhage a tube 
should not be left in this position longer than 
36 hours. It is then withdrawn until the inner 
end lies just lateral to the vessels. If the pa- 
tient is kept upon the right side as much as 
possible the chance of success is improved. 
When the pouch collection recurs in the male 
it should be drained per rectum. 

When to remove the drainage tube depends 
upon several conditions, such as the size of the 
pus cavity, the character of the walls and of 
its contents. Large cavities, thick incompressible 
walls, and much necrotic tissue, are features 
that increase the duration required for drain- 
age. Carrellization greatly shortens the time 
required. Asa rule it should be continued until 
the capacity of the cavity is reduced to half an 
ounce. Rotation of the tube to free the lateral 
openings from plugs of tissue, and its with- 
drawal about one-half to one inch every twelve 
hours leaves it just reaching only through the 
abdominal wall at the end of two or three days. 
This is sufficient time to effect all that can be 
expected from drainage in the early cases of 
both localized and diffuse peritonitis. In late 
cases with thick-walled abscesses which have 
been opened without invading the free peri- 
toneal cavity, and from which the appendix was 
not removed, gauze packing, followed in 4 or 5 
days by Carrellization, is the most suitable 
treatment. 


E.NTEROSTOMY 


A discussion of the operative treatment of 
acute appendicitis would be incomplete if it did 
not include a consideration of the value of 
enterostomy in cases presenting obstructive 
symptoms. Repeated emesis and painful peri- 
stalsis occurring in eases with localized peri- 
tonitis or abscess point unmistakably to obstruc- 
tion from adhesion of a loop of lower ileum in 
the wall of the inflammatory mass. Appendec- 
tomy and drainage will not, alone, meet the 
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more urgent indication, the relief of the ob- 
struction. Enterostomy yields, in this type, its 
most satisfactory results. 

In spreading unlocalized peritonitis present- 
ing the two symptoms mentioned enterostomy is 
also urgently indicated; if performed before 
peritonitis has become generalized good results 
may be expected. 

In established general peritonitis the more 
widespread the inflammation, the less likely is 
an enterostomy to be useful, since a stoma 
placed in bowel that has lost its peristaltic 
power will drain only a very short segment. 
It is essential that the bowel between the stoma 
and the duodenum be healthy, yet the stoma 
must not be placed too high, as Walters and 
Bollman® have shown that death results from 
loss of pancreatic juice when the stoma is placed 
too close to the duodenum in dogs. When con- 


ditions permit its use in general peritonitis 
enterostomy serves to drain the proximal small 
bowel and makes the repeated use of. the 
stomach tube unnecessary. 

The technique consists in making, under local 
anesthesia, a high left-rectus incision about two 
inches long. Retraction exposes the omentum. 


Make an opening in a non-vascular area and 


STAPHYLOCOCCAL INFECTION 


examine the exposed jejunum. If its peritoneal 
covering is inflamed do not disturb it, but en- 
large the opening in the omenum upward and 
look for a healthy loop. If none is found close 
the incision. When healthy bowel is available 
draw a loop of jejunum out of the incision; 
place a purse-string suture of No. 0 plain cat- 
gut on its antimesenteric surface; make a stab 
wound in the centre of the suture, insert a 
Pezzar catheter, and tighten the knot on the 
suture about the catheter. The bowel is re- 
placed, the omentum fixed around the tube, and 
the bowel anchored to the parietal peritoneum 
by means of a needle on each end of the suture. 
If a Pezzar. catheter is not at hand a piece of 
rubber tubing should be inserted after the 
method of Witzel. Before the tube is placed in 
the bowel the suture which is to fix it to the 
bowel should be first passed through the tube, 
as it is difficult to do so after the tube has been 
placed in the bowel. 
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ACCOMPANIED BY AGRANULOCYTIC 


LEUKOPENIA* 


By W. J. Corrigan, M.D., 


Toronto 


GRANULOCYTOSIS is a term that has been 
applied to any leukopenia which is accom- 
panied by complete or almost complete absence 
of the polymorphonuclear leukocytes from the 
blood stream. It has been the subject of much 
speculation for the past ten years. As yet the 
cause would appear to be elusive and the treat- 
ment.uncertain. It has been noted in certain 
toxic conditions associated with benzol, arsenic, 
x-rays or radium. It has, however, been de- 
scribed as part of the picture of many acute 
infections and an increasing number of ob- 
servers believe it is due to some defect in the 
myeloblastic function of the bone marrow. 
Schultz' in 1922, in an article entitled ‘‘ Dif- 


*This paper in part was read before the Clinical 
Society of the Toronto Western Hospital in March, 1930. 


ferent Throat Infections’’, described four cases 
of what he called ‘‘agranulocytic angina’’ and 
advanced reasons in support of his theory that 
it was a clinical entity. The main points in the 
picture that he emphasizes are: The condition 
usually occurs in middle-aged females; the pres- 
ence of a necrotic throat picture with high 
fever; a rapidly developing exhaustion ; all cases 
are quickly fatal; leukopenia and an almost 
complete absence of granulocytes; a complete, 
or nearly complete lack of involvement of the 
red cells and platelets. 

Prendergast,? in 1927, reported a case pre- 
senting the same picture. In 1927 Kastlin® re- 
ported several other cases and reviewed the 
history of all previously reported cases. His 
cases corresponded as a whole to the cases re- 
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ported by Schultz. In 1929 Rose and Houser* 
after reviewing all the literature up to April, 
1929, reported a case observed by themselves, 
which came to autopsy seven days after admis- 
sion to the hospital, stating that up to Decem- 
ber, 1928, the total number of cases that had 
so far been reported was 81. They object to 
the conception of agranulocytosis as a disease 
entity and support their objections by reasons 
that would seem to be incontrovertible. 

Later, George Blumer,’ in 1930, reported 
several cases which again would support the 
contention that we are not dealing with a clini- 
eal entity. His chief points in making this 
objection are: (1) involvement of the red blood 
cells with pronounced anemia; (2) hemorrhagic 
symptoms; (3) the necrotizing process does not 
necessarily involve the throat, but may involve 
the gums, the esophagus, the genitalia, or the 
skin. He then points out that local and general 
sepsis not affecting primarily the skin or mucous 
membranes may be accompanied by a leukopenia 
and an agranulocytie blood picture. 

Meyer and Resenberg,® in reporting a case 
seen by them, are of the opinion that it is not 
a ‘‘distinet disease entity.’’ Henry N. Harkins,’ 
reported 8 cases with 4 recoveries. Four of 
these cases he considered had anginal symp- 
toms. Three of them recovered. Nathan 
Rosenthal® has made a very complete classifica- 
tion of all the diseases which are associated with 
a marked leukopenia. This classification is 
based on the blood picture and the histological 
changes in the bone marrow. He cites 90 cases 
in all and any one who is interested in the sub- 
ject should not fail to read his article. He 
states that the cases of agranulocytosis with 
recovery are rarely, if ever, associated with 
complete disappearance of the polynuclear cells. 
‘* As in the fatal cases, the red cells are usually 
normal or slightly abnormal and there is an 
absence of hemorrhagic tendency.’’ Miloslavick 
and Murphy,’ in the same number of the same 
journal, report 11 cases of agranulocytic angina. 

The most recent study is that of Conner, 
Margolis, Berkeland and Sharpe’® of the Mayo 
Clinic. They apply the term hypo-granulocy- 
tosis (which they state was first suggested by 
Weiss) to those cases which do not exhibit such 
a complete absence of the granular leukocytes 
as has given rise to the term agranulocytosis. 
They publish the full clinical findings in great 
detail of 14 of their own cases with 4 recoveries. 
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Seven cases were positively agranulocytic 
angina, 3 were doubtful cases of agranulocytic 
angina, and 4 showed no infection of the throat. 
There were five deaths in the first group and 


* one in the second group. All in the third group 


proved fatal. They are of the opinion that 
very few cases recover when the leukocyte count 
has fallen below one thousand in each ecubie 
miliimetre of blood. 

Their treatment embraced ‘‘the administra- 
tion of leukocytie extract, gentian violet and 
acriflavine given intravenously, transfusions, 
roentgen radiation, extract of bone marrow and 
fetal liver.’? Some cases received no specific 
treatment and they state that ‘‘the results with 
various methods of treatment are inconclusive.’’ 

In the same number of the same journal is 
an article by Fried and Dameshek.** They de- 
scribe experiments by which they have repro- 
duced a similar condition in rabbits by the 
intravenous injection of a culture of Salmonella 
suipestifer. The animals that received a com- 
paratively small dose of the culture all developed 
agranulocytosis in from one to three hours, and 
died in from four to eleven days after the in- 
fection. Those that received massive doses of 
the culture developed agranulocytosis in from 
fifteen to thirty minutes and death usually 
ensued in forty-eight hours. They report two 
eases that occurred at the Beth Israel Hospital, 
in both of which necrosis of the mucous mem- 
branes was not part of the picture. They believe 
that the disease can be arbitrarily divided into 
three groups: (1) severe cases, with an abrupt 
onset, high fever, necrotic angina, jaundice and 
albuminuria; the agranulocytosis is always ex- 
treme, there is no attempt at regeneration of 
the bone marrow, and the attack is always fatal; 
(2) moderately severe cases, with or without 
necrotizing lesions of the mucous membrane. 
These cases show areas of necrosis in the bone 
marrow, but often show signs of regeneration 
of the myelopoietic system; (3) mild cases of 
agranulocytosis in which the disease begins in- 
sidiously with rarely any necrosis of the mucous 
membranes. Necrosis of the bone marrow may 
be absent, but if present it is always aeccom- 
panied by an active power of the regeneration of 
the leukopoietic system. Recovery is almost 
certain in this group. 

An editorial in the Canadian Medical Asso- 
ciation Journal,’? gives a complete summary of 
the subject, including the probable causes, 
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symptoms, blood picture, bone marrow changes 
analogous conditions and diagnosis. Benhamou 
is quoted as an authority to prove that ‘‘pure’’ 
agranulocytosis may exist without leukopenia. 
In such eases a leukocyte count of 10,000 may 
be obtained, but the cells are practically all 
mononuclear. As an aid to diagnosis stress is 
laid on the use of adrenaline which has been 
known to raise the leukocyte count as high as 
10,000 per emm. Here again the added cells 
are all mononuclear, thus proving that the 
granulocytopoetic function of the bone marrow 
is inhibited. 

A ease seen by the writer which came to 
autopsy twenty-two days following admission 
to the hospital would seem to substantiate these 
conclusions. 


CASE REPORT 


Personal history.—The patient, a woman twenty-four 
years of age, married, with two children, the youngest 
eighteen months old, had been known to the writer for 
five years, during which time he had confined her twice. 
The delivery was normal both times—no instruments 
were used. At no other time during the period had she 
required medical attention. 

Her father is alive and well. Her mother is an 
invalid, suffering from arthritis deformans. One sister 
is said to have died of septicemia, three months after 
the birth of a child, from what source could not be 
ascertained. Other brothers and sisters are alive and 
well. 

The patient stated that six weeks previous to the 
date of her illness she had had some teeth extracted. 
On December 3, 1929, she had attended a picture show 
and had felt so young and well that she was sliding on 
the street. On December 5th, she was seized with chills 
and loss of appetite, with a craving for acid drinks. 
Two days later she had nausea and vomiting, but did 
not go to bed until December 8th, when she complained 
of headache and fever. On December 10th, she was no 
better and I was called to see her. She then complained 
of weakness, nausea and vomiting and stated that she 
had not slept for nights. Her temperature was 104°, 
her pulse 130, and her respirations normal. She had 
perspired freely during the night, and throughout her 
illness profuse perspiration was a marked symptom. 

Physical examination.—The tonsils and pharynx, 
teeth and gums were normal. Sight, hearing, taste and 
smell were normal. A little crusting was present in the 
right nostril, which later became marked and much 
obstructed the breathing, until it was finally cleared by 
normal saline douches and the instillation of argyrol. 

The lungs were clear. There was no cough. The 
heart was normal. The apex beat was in the fifth inter- 
space within the nipple line. No adventitious sounds 
were heard. She had marked constipation. Some slight 
pain in the abdomen but no tenderness over the gall 
bladder or appendix was elicited. The liver and spleen 
were not enlarged at any time during her illness. The 
vomitus was bile stained. Her menstruation had been 
regular. No leucorrhea and no tenderness over the tubes 
and ovaries were noted. Her reflexes were all normal. 
Her urine was free from albumin and sugar. 

I saw her daily for six days, with little change in 
her condition. On December 17th, her temperature was 
normal. Vomiting had ceased and she asked to get up 
(which, of course, was forbidden). On December 19th, 
her temperature was 104°. She had perspired freely 


throughout the night, and nausea and vomiting had re- 
turned. Several areas of erythema on the external aspect 
of the right thigh, and one or two on her left ankle were 
then noticed. A blood smear taken on this day showed 
a slight anemia, and a Widal test was negative. On 
December 20th, she was sent to the Toronto Western 
Hospital, and Dr. Arnold Clarkson, chief of the Medical 
Service, was called in consultation: A blood culture was 
negative and continued so throughout her illness. Her 
blood count gave the following picture: red blood count 
3,830,000; white blood count 1,000; hemoglobin 65 per 
cent; colour index 0.86. Differential count was as 
follows: polymorphonuclears 6 per cent; lymphocytes 58 
per cent; endothelials 35 per cent; eosinophils 1 per cent. 

The erythrocytes showed no change from the normal, 
apart from a slight anemia. There were no _ poly- 
chromasia, stippling or nucleated forms. The platelets 
were slightly increased in number. 

This picture ruled out an aplastic anemia, and with 
absence of enlarged lymph nodes or any abnormality of 
the spleen or liver, we could rule out any of the 
leukemias. 

The urine at this time was negative for sugar and 
albumin, but later showed albumin, pus and fine granular 
casts. The patient was given a daily intravenous 
injection, 50 ¢.c. of a 50 per cent solution of glucose, 
together with a 10 per cent solution of glucose by the 
bowel, and within two days vomiting ceased and she 
began to take and retain food. Her white blood count 
was made every second day, and varied from 800 to 
2,000. On December 30th, it rose to 4,400, the poly- 
morphonuclears being 57 per cent and the lymphocytes 
29 per cent. Next day the patient spoke of going home. 
Cultures from the nose and throat on Loeffler’s serum 
agar showed a luxuriant growth of Staph. aureus. On 
January 2nd, six ounces of pure yellow pus were drained 
from an abscess on the external surface of the right 
thigh, corresponding with the area of the erythema, and 
on January 4th a similar abscess was drained over the 
great trochanter of the left thigh. Cultures from these 
exhibited the same organism. 

We now had some hopes that we might expect a 
recovery, as the patient was very cheerful and was eating 
fairly well. On January 6th she suffered a relapse and 
the white blood count fell to 600, later to 400, and on 
January 10th, to 150. A blood transfusion given on 
January 8th, did not improve her condition and she 
developed slight delirium. Her bowel movements and 
urine were involuntary. She developed a hemolytic 
jaundice and died on January 12th. 

The autopsy, the report of which is given below, 
was performed four hours after death by Dr. L. T. 
Barclay and Dr. Kenneth Gray. The patient was found 
to be markedly emaciated and deeply jaundiced. Ab- 
scesses were found in the lateral aspects of both thighs 
about opposite the trochanters, these having been 
evacuated by incision. Both lungs showed a hypostatic 
pneumonia in their lower parts and the left lung showed 
a patch of hypostatic pneumonia in the posterior part 
of the upper lobe. 


Report on the bone marrow from rib and femur.— 
In the gross, the femoral.marrow was semi-fluid in con- 
sistency and of a pale pink colour. The rib marrow 
was secured by squeezing the rib with forceps. By this 
procedure, in a normal patient, one is able to secure an 
abundant quantity of dark red, semi-solid marrow In 
this case, great pressure was required to secure any 
marrow at all. Only a few drops of pale pink, fluid 
marrow were expressed. The tissue was fixed in 
formalin, and, without decalcification, was cut in 
paraffin. Hematoxylin eosin and Giemsa stain was used. 


Microscopic features.—Femur.—‘‘ The tissue is made 
up of fat cells interspersed with cellular tissue, the 
former being slightly in excess. An occasional fine bone 
spicule is present. Vascularity is less than usual. There 
is no hemosiderin present. In the parenchyma, where it 
is usual to find the hemopoietic cells close together or 
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touching, in this case the cells are widely separated. <A 
considerable part of the parenchyma is composed of «a 
delicate matrix; this matrix is of a fibrillar character 
and scarcely stains with eosin. In examining the types 
of cell occurring in the parenchyma, there is almost 
complete absence of the neutrophile granulocytes, both 
mature and immature. LEosinophiles and _ eosinophile 
myelocytes are seen. Immature red cells occur (normo- 
blasts and earlier), but are not numerous. The 
megakaryocytes are not infrequent, and their nuclei ex- 
hibit several unusual appearances which are difficult to 
interpret because of the frequence of post-mortem 
changes in this cell; there are no cytoplasmic inclusions. 
There is a remarkable proliferation of a cell having the 
following features—a very large oval nucleus with a 
definite membrane and chromatin occurring in a finely 
granular form, and a nucleolus which is not prominent; 
the cytoplasm is abundant and faintly basophilic. These 
are reticulo-endothelial cells. 

Rib.—There is an occasional fat cell, but most of 
the tissue is parenchyma. There is a tremendous reduc- 
tion in the cells making up the parenchyma, much of the 
latter consisting of matrix. The cell types resemble 
those of the femur, except that reticulo-endothelium is 
not so well developed. ’’ 

The pathological diagnosis was: bilateral hypostatic 
pneumonia; acute necrosis of the bowel, with thrombosis 
of the vessels; staphylococcal septicemia, with metastatic 
abscesses in the muscles of the thigh and intestine; 
degeneration of the bone marrow, particularly of the 
myeloid series; toxic leukopenia and anawmia. 


SUMMARY 


There is some variation in the amount of 
active hemopoietic tissue which may occur in 
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the femur of a patient at this age. As regards 
the rib, however, it invariably contains a tissue 
which consists largely of blood-forming cells. 
The great majority of these (estimated at 90 
per cent) are usually granulocytes. In this 
ease, the marrow is characterized by an almost 
complete absence of the neutrophile series. 
Erythrogenic tissue is reduced but not nearly 
to the same degree. There is a proliferation of 
reticulo-endothelium. There was a great reduc- 
tion in the bulk of marrow as seen in the gross. 


I wish to acknowledge the kindness of Dr. F. A. 
Clarkson and Dr. K. G. Gray in helping me to study 
this case. 

I am also indebted to Mr. Fred. Thibault, who was 
at that time the laboratory technician in the Toronto 
Western Hospital. 
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A RATIONALE FOR THE CAUSE AND TREATMENT OF TOXAMIAS 
OF PREGNANCY 


By GerorGe J. STREAN, B.A., M.D., F.R.C.S. (C.), 


Senior Attending Obstetrician to the Woman’s General Hospital, 


Montreal 


HE theory which led to the work reported 

in the following pages is founded on the reac- 
tions of the body to foreign proteins. That the 
fetus may inherit from the father certain chemi- 
eal or physiological peculiarities which differ 
from the corresponding factor in the mother is 
shown by the work on blood grouping.’ If the 
child’s blood has been found to be incompatible 
with that of the mother in some cases it is also 
possible that the other elements of the fetus may 
differ from the mother even to the extent of 
producing a reaction similar to that caused by 
the introduction into her body of a foreign 
protein. If this is the case the logical treatment 
would be desensitization of the mother by the 
injection of small doses of the causative protein. 
Cases of hyperemesis gravidarum which failed 
to improve under the usual treatment have been 
completely cured by the injection intramuscu- 


larly of from 10 to 20 ec. of husband’s blood. 
We believe that the explanation of this fact 
lies in the use of the blood as a desensitizing 
agent which renders the mother immune to the 
proteins of the fetus. 

Although considerable work has been done on 
the isohemagglutinins of mother and child and 
several workers recommend transfusion in the 
usual manner for treatment of vomiting of 
pregnancy, we have been unable to find any 
reference to the use of specific blood injected 
intramuscularly as a desensitizing agent. 

In 1902 Flexner? reported finding agglutin- 
ated red blood cell thrombi in the liver lesions 
of patients dying of eclampsia. These lesions 
resembled the findings in cases of death from 
the reaction to transfusion of incompatible 
blood. Pearce* produced similar lesions in dogs 
by injecting strongly agglutinative dog serum. 
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In 1905 Dienst* proved that foreign sub- 
stances pass from the fetal circulation into the 
mother’s blood by introducing methylene blue 
into the umbilical cord of the new-born babe 
before it is cut and later recovering it in the 
mother’s urine. He reported that interagglut- 
ination was common in toxic cases. 

MeQuarrie® reported incompatibility in 75 
per cent of toxic eases he studied and only in 
10 per cent of normal cases of which 46.6 per 
cent of the infants showed no evidence of iso- 
hemagglutinins. Allen® reported incompati- 
bility in 20.8 per cent of normal cases and in 
21.1 per cent of 104 toxic cases studied. 

Edgecombe,’ in 1923, showed, by studying 
changes in the titre of mother’s blood, that fetal 
receptors pass into maternal circulation and 
provoke an increased formation of agglutinins. 
By far the greatest rise is found when the baby 
is of a blood group different from that of the 
mother, and after delivery the titre returns to 
uormal. He gives the following data on the 
change in mother’s blood during pregnancy. 


Per cent 
Baby’s blood of no group ...... + 11 
Baby’s blood of same group .... + 86 


Baby’s blood of different group .. +330 


Receptors have been found in fetal red cells 
as early as 4 months. The passing into the 
mother’s circulation of broken red cells in an 
antigenic state is probably the cause of the 
change in titre. Douglas and Simson* found 
some agglutinins in tissue fluids outside the 
circulation. They have shown that the endo- 
thelium of blood vessels imposes a partial barrier 
to the passage of this antibody into the blood 
stream from without. 

Young and Millar,’ studying the relationship 
of toxemia to infarctions and separation of the 
placenta, mention the possibility of the transfu- 
sion of fetal blood into the maternal circula- 
tion setting up a reaction, the severity of which 
may depend upon the titre of the blood and the 
amount transfused. The absorption of these 
toxic products may account for the hyaline 
thrombi of the liver mentioned by Flexner in 
his work in 1902. 

In our work we have not considered the group 
or titre of the fetus and mother, since the con- 
dition with which we are dealing occurs usually 
in the first three months of pregnancy. Our 
method has been to inject into the muscles, 
deltoid or gluteal of the mother, a small amount, 
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10 to 20 ¢.c., of blood fresh from the husband’s 
vein. Thirty-seven cases, all severe enough to 
warrant hospitalization, were studied over a 
period of three years, and the following data 
compiled. 

Blood was given in 19 cases, and omitted in 
18. Of those receiving blood treatment, 15 
cases were cured (80 per cent); 4 improved 
(20 per cent). Sixteen cases were given only 
one injection, the amount varying from 10 
to 20 ec. Three were given a second injec- 
tion. Of the 18 who were not given blood, 
therapeutic abortions were performed in 8 cases 
(44 per cent). Nine recovered or were improved 
under the usual treatment in hospital, and the 
other case did not vomit after admission to 
hospital. In one case vomiting was induced by 
a street accident. The condition was improved 
by the injection of 10 c.c. of blood, but recurred 
three weeks later, at which time an abortion 
was performed without further recourse to the 
blood treatment. All public cases and others 
which the writer saw in consultation were 
treated with husband’s blood. Records of cases 
not so treated were obtained from the hospital 
files. 

The Table below gives some idea of the work 
done. 


TABLE I 


Study of 37 cases 
Public Private Total 


Patients treated with blood 13 6 12 
Patients treated without blood 9 9 18 
22 15 37 


All patients were within the first three months of 
pregnancy, except three who were 14, 16, 24 weeks 
pregnant. 

All married, housewives, the majority of British 
ancestry. Average age 29.9 years. The youngest 20 and 
the oldest 41 years. Average stay in hospital: treated 
with blood, 9.9 days; not treated with blood, 16.5 days. 


Results 
Cured Improved Aborted Total 
Treated with blood 15 4 0 19 
Routine treatment © 9 i 8 18 


37 


The routine treatment consisted in starvation for 
24 hours, glucose saline intravenous, saline with or with- 
out bromides per rectum. Second day, toast with 
cracked ice (small quantity) then marmalade and a high 
solid carbohydrate diet. 

All 37 cases were severe enough to be admitted to 
hospital. They had not improved sufficiently with home 
treatment, the majority of whom became worse on treat- 
ment at home. 


In this report we have dealt with hyper- 


emesis gravidarum, but the treatment of other 
types of toxemias of pregnancy, as reported in 
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1926 by the writer,’® leads us to assume that the 
toxemias are in the nature of a foreign protein 
reaction and should be treated by desensitiza- 
tion methods. We believe that the protein is 
contained in the cytoplasm of the fetus and 
comes by paternal heredity, and, therefore, the 
convenient desensitizing agent is the husband’s 
blood, where this foreign protein is found prob- 
ably in a similar state. 


CONCLUSIONS 


Assuming that the cause of toxemias of preg- 
naney is a reaction to a foreign protein, we 
conclude that some of the qualities of this pro- 
tein are handed to the fetus from the paternal 
side, making the pregnant woman susceptible 


to these. We believe that the symptoms of the 
toxemias of pregnancy are in a way similar to 
a foreign protein reaction. We have treated 
them by a method of desensitization similar to 
those used in foreign protein desensitization. 
The results are encouraging. 


My thanks are due to Miss I. M. Sheppard, B.Sc., 
for technical aid in the blood work. 
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THE NON-OPERATIVE TREATMENT OF CONGENITAL HYPERTROPHIC 


PYLORIC 


STENOSIS* 


By Frank H. Boone, M.B., 


Hamilton 


URING my training at the Hospital for Sick 

Children in Toronto, all cases of congenital 
hypertrophic pyloric stenosis were promptly sub- 
mitted to operation. At Johns Hopkins Hos- 
pital, under Dr. John Howland, who was a 
strong advocate of medical treatment, I had a 
chance to: observe his results. Small infants, 
who I felt satisfied exemplified true cases of this 
condition, were fed breast-milk in small, gradu- 
ally increasing, quantities and although they did 
often vomit and had to be re-fed, they gained 
and in the end throve in the majority of in- 
stances. 

Davison’? has published the statistics of all 
these eases. His criticisms of this method were; 
it is expensive, requiring large amounts of 
breast milk, a great deal of extra work on the 
part of nurses and interns, and a long period 
of hospitalization, the average stay in hospital 
per infant being 53 days. 

I feel very strongly that if medical treat- 
ment of these cases necessitates being in the 
hospital for any prolonged period of time that 
it should not be attempted. Parenteral in- 
fections will delay results and increase mor- 
tality. If treatment can be started and patients 


* Read before the Canadian Society for Study of 
Diseases of Children, Lucerne-in-Quebec, June 6, 1931. 


discharged in the course of seven to fourteen 
days, I think this should be done. Most cases 
which can be treated with a fair degree of 
safety can be handled at home. 


DIAGNOSIS 


If the following symptoms and signs are 
present, namely, projectile vomiting, visible 
gastric peristalsis, palpable tumour at the 
pylorus of the stomach, and constipation with 
small stools, there can be no question of the 
diagnosis. Simple pylorospasm always looms 
up and it seems reasonable to believe that such 
cases are observed in which as yet no hyper- 
trophy has occurred. I am inclined to agree 
with Davison? when he says that probably all 
cases with a hypertrophied pylorus also have 
pylorospasm. We do not know the length of 
time required for the hypertrophy of the 
muscle to take place.. Gaisford’ reports the 
development of a second pyloric tumour from a 
small band of fibres which were missed at oper- 
ation. It developed in from 23 to 26 days. 


WHEN TO TREAT MEDICALLY OR SURGICALLY 


The question as to when medical treatment 
shall be attempted arises, and, although it is 
impossible to draw any clear-cut line, there are 
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certain more or less definite rules that may be 
followed. First, we may note the following 
classes of patients: (1) Children in whom 
vomiting is severe and starvation stools are ob- 
served; (2) those coming from out-lying dis- 
tricts who cannot be closely observed; (3) those 
whose parents are not sufficiently intelligent, 
or refuse to co-operate; (4) children under six 
weeks of age who have already lost so much 
weight that their condition is precarious. 

The above groups of cases should all be 
operated on without delay. In the case of the 
following types it is safe to give at least a 
temporary period of medical treatment, and if 
improvement follows operation is unnecessary. 
(a) Breast-fed babies in fair condition may be 
treated with atropine. If they do not respond 
by less vomiting and either a stationary weight 
or gain in a period of three to five days, they 
should be operated on at once; (b) bottle-fed 
babies, who, although vomiting, are still having 
small but definite stools, will in the majority of 
cases respond nicely. They may vomit a moder- 
ate amount but will gain well. 

Other than the above, one cannot lay down a 
definite rule, as a great deal depends on per- 
sonal observation in each case and its response 
to treatment. I am not in favour of continuing 
medical treatment for any long period of time 
if the weight remains stationary or a definite 
loss is noted. About 75 per cent of cases could 
be treated with success, but to some it would 
mean the loss of valuable time if operation had 
to be performed later; 50 per cent fall into the 
category of those who can be treated with per- 
fect safety. 

I realize that at many large Children’s Hos- 
pitals 100 per cent of their cases are operated 
on, and that their mortality is not high, but 
this does not apply to all districts. We are not 
justified in ruling out medical treatment as 
hopeless or useless. 


TREATMENT 


Atropine has long been advocated as the drug 
that seems to be of most value, due to its sup- 
posed relaxation of the spasm of the smooth 
muscle that is involved at the pylorus. Haas? 
has made extensive use of it in all cases and 
has reported excellent results. Davison® felt 
that in the few cases he had seen it was of 
little use. Meagher,’ in his survey of results 


at the Kaiser and Kaiserin Friedrich Kinder- 
krankenhause, Berlin, reported that atropine 
had not given, by itself, good results. Five of 
the 25 cases so treated did satisfactorily. They 
gave large doses, as much as 35 to 45 drops of 
a 1-1000 solution, divided into 5 doses, given 
daily till symptoms of poisoning appeared. The 
atropine was then withdrawn for a week or 
less and again given. Keeping in mind that 
the actual condition must be due to a combina- 
tion of both spasm and hypertrophy, it seems 
reasonable that if spasm is playing a large 
part in the obstruction the use of atropine, 
pushed to the points of physiological flushing, 
should and will in some eases give results. 

I have used atropine according to the method 
described by Haas.? He used a 1-1000 solution 
of atropine sulphate, and, starting with one 
drop, gradually increased it until vomiting 
ceased or physiological action was produced. I 
have given as high as 7 drops, 5 times daily, for 
a number of weeks without any bad effect. In 
breast-fed babies the results were not what one 
would consider excellent. In two cases, it was 
possible to carry the baby through successfully. 


CASE 1 


W. D., a male infant, was first seen at 7 weeks of 
age. Birth history—Normal. Weight not known. 
Feeding history.—Breast-fed every 4 hours since birth. 

History of illness.—Vomiting was not noticed until 
2. weeks of age; from then on it occurred frequently, and 
the projectile type, with food forced out through the 
nose, was often observed. The bowel movements were 
small and irregular. 

Physical examination revealed a poorly developed 
and undernourished infant; weight 8 pounds, 414 ounces. 
He was bright and apparently hungry. Definite gastric 
peristaltic waves could be observed and on palpation a 
hard tumour could be felt at the pyloric end of the 
stomach. 

Treatment.—Atropine sulphate was administered, by 
the method described above, 15 minutes before each 
nursing. When 8 drops were given, flushing of cheeks 
was observed. The dose was then decreased to 7 drops 
and continued every 4 hours. 

Progress.—Vomiting was greatly decreased and the 
child gained in weight slowly. At 214 months, the 
mother discontinued the atropine of her own accord. 
Vomiting again commenced; as soon as treatment was 
again started it subsided. At 4 months of age, it was 
possible to stop all treatment. The child was a fine 
healthy boy of 5 years when last seen. 


Phenobarbital.—Barnett® reported the use of 
this drug, but in every case it was combined 
with atropine and usually with thick cereal 
feeding. The results seemed satisfactory, but 
in no instance was it brought out that the 
atropine alone would not have been just as 
effective. 
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Adrenaline. — Meagher* reported the use of 
adrenaline in the form of 0.25 mgrm. dose of 
suprarenine hydrochloride (1-1000 solution) 
given intracutaneously in the forearm. When 
it was given in conjunction with atropine, the 
drugs were given alternately in association 
with the feeding time. At the Kinderkranken- 
hause they believe that suprarenine has a 
definitely beneficial effect, due to the drug it- 
self. Without any other change, weight has 
increased and the conditions have been dis- 
tinetly modified towards the better. I have had 
no experience with its use, but as it would 
require either hospitalization or the constant 
attendance of a trained nurse in most cases it 
is not practicable. 

Concentrated liquid feeding.—Davison’s * re- 
ports show the feasibility of feeding these cases 
breast milk but the expense, work, and the 
long stay in hospital make it inadvisable. 
Meagher* reports the use in Berlin of Finkel- 
stein’s concentrated protein milk with the ad- 
dition of 20 per cent sugar. Breast milk was 
also used in association. The babies were fed 
small feedings up to 30 grams every 21% hours. 
Meagher felt that the combination of con- 
centrated feeding and the administration of 
atropine and adrenaline was a serviceable non- 
operative treatment. 

Thick cereal feeding—This method was ad- 
vocated by Sauer® and various formule have 
been used. He emphasizes that the food must 
be of thick consistency. It is usually fed with 
a spoon or pushed through a split in a nipple, 
as it is too thick to feed from a bottle. It is 
considered to be better retained than a liquid 
feeding. 

Hotz® offered as an explanation, as to why 
this type of feeding is handled better, that the 
stomach wall has the power of surrounding and 
grasping its food content. This is termed 
peristolic function (Stiller). The peristolic 
activity is not well developed in the new born 
infant, but is best brought out when food of 
sufficiently thick consistency is taken. At such 
times the gastric content is subject to the com- 
bined muscular peristalsis and peristolsis. The 
latter tends to retain the food and the former 
to propel. 

When I have tried the very thick type of 
cereal with small children, it has been a very 
tedious job to feed them and often the food 
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would be refused entirely. I have had more 
success when using a somewhat thinner mixture, 
combining it with the atropine treatment, ac- 
cording to the method described by Haas. 

The feeding was prepared as follows. Two 
rounded tablespoonfuls of ground rice or rice 
flour, 144 level teaspoonfuls of cane sugar, 
and 16 ounces of skimmed milk are cooked to- 
gether in a double boiler for 2 hours. Salt 
may be added to remove the flat taste. The 
consistency of this food is such that it ean be 
well taken by a small baby from a bottle through 
a hygeia nipple in which the opening has been 
enlarged to from three-sixteenths to one-quarter 
of an inch in diameter. 

I have had no difficulty in getting children 
to take this food and thrive. After 2144 months 
of age cream is slowly added till at 5 months 2 
per cent milk is used. The food is tolerated 
well by very young children and it is rare that 
one finds any acute digestive disturbance. The 
caloric value per ounce is approximately twenty. 
In using this type of diet along with atropine 
solution, I have seen very little tendency to 
elevations of temperature, and have found it 
necessary to give but very little water. 


CASE 2 


F. L., a boy, first seen at 21% months of age; 
weight, 6 lbs. 1 oz. Birth—Weight 74% lbs. 

Feeding history—Breast-fed for 2 months. The 
child throve for 3 weeks and gained to 8 lbs. 10 oz. At 
this time vomiting commenced and its projectile char- 
acter was observed. Constipation was severe and laxa- 
tives were used. For the last two weeks, cow’s milk 
formula had been used, but vomiting persisted. Ex- 
amination revealed marked gastric peristaltic waves, and 
a tumour was palpated at the pylorus. 

Treatment.—Atropine sulphate (1-1000 solution) 
was started and 5 drops were found to be the required 
amount. The rice flour mixture was given and well 
taken. 

During the first week, there was slight amount of 
vomiting but weight improved slowly. From second 
week on progress was rapid. During the first 6 weeks, 
a gain of 314 lbs. was registered. By 4% months of 
age all symptoms of pyloric stenosis had disappeared 
and the atropine was discontinued. The child was last 
seen at two years of age, a normal healthy youngster. 


CASE 3 


J. H., a girl (one of twins), first seen at 7 weeks; 
weight, 534 lbs. Birth—Weight, 7 lbs. 

Feeding history.—Breast fed with addition of 
complemental feeding with cow’s milk for 6 weeks; 
during the last week on lactic acid milk. 

Vomiting was noticed shortly after birth, and at 4 
weeks of age it became projectile in character. The 
stools were small and infrequent but contained fecal 
matter. 

Physical examination.—Revealed a very small and 
poorly nourished baby, bright, and apparently hungry. 
Definite gastric peristaltic waves could be seen and a 
distinct hard tumour could be felt at the pylorus of the 
stomach. 
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Treatment. — Atropine sulphate (1-1000 solution) 
and rice flour mixture were started. Two drops of the 
solution was the amount required and the food was taken 
eagerly. 

Occasional vomiting spells occurred, but the gain in 
weight was excellent. By 4 months of age all symptoms 
of the condition had disappeared and the atropine was 
stopped. At 7 months the weight was 16 lbs. 14 oz. and 
the child appeared normal in every respect. The twin 


sister never vomited and at 7 months weighed 18 lbs. 
7 0z. 


CASE 4 

W. M., a boy, first seen at 2 months of age. 
Weight 61% lbs. Birth—Weight 7 lbs. 

Feeding history—Breast-fed for 2 weeks; since then 
he had been on a cow’s milk mixture. 

Vomiting had been noticed ever since birth and for 
the four weeks before examination it had been projectile 
in character. There had been no improvement and the 
child had lost weight. 

Examination. — Revealed a poorly developed and 
markedly undernourished baby, fretful, and apparently 
hungry. Very large gastric peristaltic waves were seen 
and a definite hard pyloric tumour was palpated. 

Treatment.— Atropine sulphate (1-1000 solution) 
was started in the usual way, and 4 drops was the dose 
required. A thick feeding, in this instance, cow’s milk, 
farina and sugar was given and well taken. 

Progress.—Vomiting ceased in two days and a slow 


but steady gain in weight was made. During the next 
seven weeks the child gained 34 oz. 


REMARKS 


. There seems no question that if these cases 
ean be carried successfully through the first 


four months of life recovery without operation 
is certain. Definite symptoms of the condition 
usually disappear at this age; they have been 
reported as lasting till 6 months. Growth is 
probably the biggest factor in enlarging the 
lumen of the pylorus, but by this time the spasm 
of the muscle must have entirely subsided. 
Certainly, the hypertrophied muscle causes no 
after-affects and these cases have been reported 
15 years later in satisfactory condition. 

Sauer® states, and I agree, that weight, 
severity of vomiting, paucity of fecal material, 
complications and the general condition of the 
patient are the factors that determine how long 
this type of treatment may be tried. If after 
a trial of one or two weeks, the vomiting is 
still frequent and there is no definite gain in 
weight, operation should be resorted to. 
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THE MAGGOT TREATMENT OF OSTEOMYELITIS* 


By Norman W. McLELLAN, M.D., 


Montreal 


‘THE post-operative treatment of suppurative 
wounds by the use of maggots is a rather 
recent innovation in surgery, but as has been 
shown by Baer’ and Goldstein? in their his- 
torical reviews very little of our knowledge of 
the subject is new. The fact that neglected 
wounds especially in times of war may become 
infested with maggots was known to Renaissance 
writers such as Ambroise Paré and Benvenuto 
Cellini. Paré of course was aware of it and 
in speaking of head injuries he wrote, ‘‘. 
after some months space a great number of 
worms came forth by the rotten bone, which 
moved me to hasten the separation and falling 
away of the putrid bones the patient 
recovered beyond all men’s expectation.’’ Zach- 
man in 1704 was the first to attempt to explain 


* From the Clinic of Dr. W. G. Turner, Shriners’ 
Hospitals for Crippled Children, Montreal Unit, and the 
Shriners’ Hospital Laboratories. 


the origin of maggots in wounds. Baron Larrey, 
in his description of the Egyptian campaign, 
explained how the wounds became infested and 
then stated that ‘‘these insects, so far from 
being injurious to their wounds, promoted rather 
their cicatrization by cutting short the process 
of nature and by causing the separation of the 
cellular eschars which they devoured. These 
larve are indeed greedy only after putrefying 
substances and never touch the parts endowed 
with life.’’ Similar views have been held by 
many military surgeons since then. Crile, for 
example, in speaking of neglected war wounds 
in 1917 said, ‘‘those that have done best are 
those that contain maggots; the maggots live 
on devitalized tissue and if they destroy that 
tissue, they do in time what the surgical opera- 
tion does.’”’ 

Maggots were first used clinically by a Con- 
federate Army surgeon, J. F. Zacharias. In 
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writing of his Civil War experiences he says, 
‘I first used maggots to remove the decayed 
tissue in hospital gangrene, with eminent satis- 
faction. I used them afterwards in various 
places and I am sure I saved many lives by 
their use.’’ He seems to have had no imitators 
however, and nothing more was heard of this 
form of treatment until it was re-introduced 
by the late Dr. Wm. S. Baer, of Baltimore. His 
first cases were treated in 1928, and in July, 
1931, he published’ the details of his method 
and a summary of 89 cases treated by it. Since 
then various modifications of the original labor- 
atory procedures have been advocated, and a 
few shorter series of cases have been published. 
The treatment was first used in Montreal by 
Dr. Dudley Ross, in 1930. In 1931 the work 
was taken up at the Shriners’ Hospital for 
Crippled Children, Montreal Unit, under the 
Henry J. Elliott Research Grant, using the 
original Baer technique. 

Baer’s early cases were treated with maggots 
obtained by leaving meat out of doors, but he 
found with this method he was unable to obtain 
a steady supply of larve, and, what was more 
serious, some of his patients developed tetanus. 
The necessity for breeding the flies in the 
laboratory and for devising some method of 
producing sterile maggots was obvious. The 
former was accomplished with relative ease; the 
latter problem is not solved satisfactorily as yet. 
The maggots of various blow flies and bottle 
flies have been used in treatment with apparent- 
ly similar results. We use a type known as 
Lucillia Cesar, which is a green bottle fly with 
a distinet bronze sheen. In size it is a little 
larger than a house fly. In common with all 
other flies its life cycle is made up of stages— 
egg, larva or maggot, pupa and fly. 


TECHNIQUE 


The eggs are deposited in clusters on meat, 
the individual eggs being about 1 mm. long and 
white in colour. They hatch in 8 to 12 hours 
into transparent larve, which, if meat be pro- 
vided for food, grow rapidly. When fully 
grown, that is in about five days, they are 1.5 
em. long. They then leave the food and crawl 
about for two or three days, gradually becoming 
more opaque and less active in their movements. 
Eventually all movements cease and they assume 
an ovoid shape. Within a day or so these ovoid 
bodies become dark red in colour. This resting, 


or pupa, stage is reached in about ten days 
after hatching and lasts for about five days. 
The fully developed flies then emerge. They 
are sexually mature in three to five days and 
live about three weeks. To breed the flies it is 
only necessary to provide proper conditions for 
this cycle. Maggots are allowed to develop on 
fly-blown beef, and fresh meat is supplied when 
necessary. The Petri dish containing the meat 
is placed in a large enamelled tray partly filled 
with clean dry sawdust. Pupation takes place 
in the sawdust and the pupe are collected in 
Petri dishes which are placed in fly cages. When 
the flies emerge, food is supplied. 

‘The fly cages are wooden frames covered 
with cheese cloth, ten inches in diameter and 
sixteen inches high. It takes one to two cages, 
each containing about 100 flies, to supply 
maggots for one patient. The cages are kept in 
a box or incubator, four feet long, two feet 
wide and three feet high, which is capable of 
holding 16 cages in two tiers. It is largely of 
glass construction. The incubator is ventilated 
by a small blower at one end which exhausts 
air from the interior and discharges into a fume 
cupboard, and thence outdoors. The incoming 
air, which is room air, before entering at the 
opposite end of the incubator is warmed and 
moistened by passing through a monel-metal 
heater, eight feet square and two feet long. 
This contains about one and one-half inches of 
water, the depth being maintained by the posi- 
tion of the overflow pipe. The water is in 
constant circulation and the temperature is 
regulated largely by the rate of flow through 
the heater. The water is heated by electric 
immersion heaters. To increase the moisture 
eontent of the air, gas stove wicks are sus- 
pended transversely from the top of the heater 
into the water. An opening at one end admits 
the incoming air and the other end com- 
municates by piping with the incubator. Flies 
require a moderate and a fairly constant 
temperature and we have found that they do 
well at temperatures between 70 and 80 degrees 
Fahrenheit. Moist air is necessary to prevent 
drying of the eggs and to prevent too rapid 
evaporation of the fly food. 

The fly food consists of honey, 25 c.c., one 
egg, and distilled water 1,000 c.c. A piece of 
absorbent cotton in a Petri dish is soaked with 
this mixture each morning and placed in the fly 
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cage, where it is allowed to remain for 24 hours. 
Each morning a strip of beef, one-half inch 
square and eight inches long, is coiled up, 
placed on a Petri dish and put into each fly 


_eage containing sexually mature flies. It is 


removed in the late afternoon and the deposited 
eggs are transferred by a scalpel to a flat 
bottomed tube, one inch by three inches, partly 
filled with distilled water. The clumps are 
broken up thoroughly with a wooden applicator 
and the individual eggs settle to the bottom. 
The supernatant fluid is discarded and the 
watery suspension of eggs is poured into a 
sterile test tube. The eggs are allowed to settle 
again and as much as possible of the water is 
removed by decanting. The sterilizing solution 
is then added and is allowed to act for one- 
half hour exactly, and the contents of the tube 
are stirred frequently with a sterile applicator 
throughout this period. Thorough breaking up 
of the clumps of eggs and frequent stirring are 
necessary to obtain good results. The steriliz- 
ing solution consists of :— 


Parts 
1/1000 Hg. bichloride ...... 50 
50 per cent alcohol ........ 50 
ee CC) iA vie cdeeesdne 1% 


_ The subsequent procedures are carried out 
with the usual bacteriological technique. 
When sterilized, the eggs are separated from 
the solution by filtering through a Gootch 
crucible containing a piece of cheese cloth. 
After washing thoroughly with distilled water 
the cheese cloth containing the eggs is trans- 
ferred to a bottle of maggot food and the eggs 
are shaken free. 

The maggot food is prepared as follows.— 
Wide-mouthed bottles, about six inches high, 


- are cleaned, stoppered with non-absorbent, 


wrapped in cheese-cloth, and dry-sterilized. A 
pig’s liver is freed from connective tissue, cut 
into half inch cubes and broiled over an open 
flame for one-half hour. A cube of meat is 
placed in each sterile bottle and bacto-dextrose 
agar, prepared according to the manufacturer’s 
directions, is added until the bottom half of the 
liver is immersed. The bottle is then auto- 
claved. The bottle of maggot food containing 
the sterile eggs is placed in the fly incubator 
overnight. By morning the eggs will have 
hatched. A®irobic and anerobic cultures are 
then taken and incubated for 24 hours. If at 
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the end of that time the cultures show no 
growth, the maggots are prepared for use by 
washing them out of the bottle with distilled 
water, straining, and transferring to small test 
tubes. 

This method of preparation of sterile 
maggots is rather unsatisfactory. The yield of 
maggots from eggs is very low. The sterilizing 
solution, although strong enough to destroy 
most of the eggs, is too weak to destroy bac- 
terial sporés if any be present. The larve are 
used usually within 24 hours of taking cultures, 
which is too short a time for spores to develop 
into recognizable colonies. Furthermore, the 
maggots are exposed to contamination after the 
cultures have been taken. There is always the 
danger therefore, of using infected maggots. 
We have used maggots contaminated with 
staphylococci with no ill-effects, but Baer’s 
experiences show the danger of using larve 
contaminated with anerobes. 

Various methods have been advocated to 
overcome these objections; that used by Child 
and Roberts* seems the most promising. They 
first wash the eggs with sodium hypochlorite to 
remove the albuminous coating and sterilize by 
continual washing with 4 per cent neutral 
formaldehyde for three minutes. According to 
Zinsser,° however, it takes a 5 per cent formalin 
solution 6 hours to kill the spores of B. tetani, 
so the method is open to the same criticism as 
that of Baer, which has the advantage of being 
simpler and better suited to a small production. 


A step in the Child and Roberts’ procedure 
which is applicable to any method has certain 
advantages. After the cultures are taken they 
are incubated for two or three days, the 
maggots in the meantime being stored in the 
ice chest to arrest development. If the cultures 
show no growth at the end of this time, the 
sterilization was probably complete. It has 
been our experience, however, that such stored 
maggots are less active in cleaning the wounds 
and are more liable to produce systemic re- 
actions. 


CLINICAL USE 


The maggot treatment has been used prin- 
cipally as a post-operative treatment in osteo- 
myelitis. Maggots are placed in the wounds 
four to five days after the operation, and fresh 
batches are added at intervals of about five days 
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until the wounds heal, or there is definite evi- 
dence that further operative treatment is neces- 
sary. The duration of treatment varies from 
six weeks to six months. Many of the larve 
fail to survive in the wounds and disappear. 
The remainder develop rapidly, utilizing the 
exposed tissues for food. When full grown, that 
is in three to five days, they become sluggish 
and inactive, and a fresh supply should be used 
to replace them. If left, they soon leave the 
wound to pupate. Pupation does not seem to 
occur in the wounds. Feeding is accomplished 
by biting, but mainly by the ingestion of tissues 
altered by ferments contained in the saliva which 
is excreted. An extract containing these fer- 
ments is said to have been prepared by Living- 
stone, but no report has been published as yet. 
Neerotic and devitalized material is removed 
rapidly. Healthy tissue, although more re- 
sistant, is not immune and may be channelled 
or pitted, especially if a large number of mag- 
gots are used. More commonly, however, after 
healthy tissue is exposed by removal of the 
debris, firm healthy granulations form and the 
wound slowly heals. It is unlikely that the 
larve destroy bone. 

The wound secretion is copious and thin. 
When vascular areas either in the form of ex- 
uberant granulations or of healthy tissues, are 
being removed, the secretion is blood tinged. 
The reaction is frequently acid to litmus before 
treatment is commenced, but when granulations 
are well formed it is commonly alkaline. The 
bacterial count, as estimated by direct smears, 
falls rapidly under treatment and at times 
cultures show no growth. These changes are 
probably mainly the result of the removal of 
necrotic material and continual exposing of 
healthy tissues. 

Pain is a very common complaint and is the 
result of the action of the larve on unprotected 
healthy tissue. At times it is so’ severe that the 
patient is unable to rest. Fever occurs in prac- 
tically all children especially in the early weeks 
of treatment, although in some patients a tem- 
perature of 102 to 104 degrees occurs after each 
change of dressing. Destruction of healthy 
tissue usually results in moderate fever as well 
as pain. Fever in adults seldom occurs. Com- 
plications have been rare. In one patient 
healthy tendons were exposed and destroyed ; in 
another hemorrhage occurred, but this was 
possibly due to trauma. 
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A sufficient number of cases have not been 
healed as yet to warrant comparisons with other 
methods. Baer has reported 85 cases, Child 
and Edwards 10, and Hegner 1. Since Septem- 
ber, 1931, 9 cases have been treated in Montreal, 
2 under Dr. Turner, 2 under Dr. Ross, and 4 
under Dr. Pretty. Of these, 2 died, but neither 
death was due to the local condition, nor could 
the maggot treatment have been any factor in 
causing death. Two cases received inadequate 
treatment. Of the remaining 5 eases, 3 are 
under treatment, and 2 are cured. 

The following case reports illustrate the 
results so far obtained. 


CASE 1 


The first is that of a girl, 8 years of age, who had 
had chronic osteomyelitis of the lower third of the left 
femur for two years prior to admission to the Shriners’ 
Hospital, Montreal Unit, under Dr. W. G. Turner. At 
that time there was a backward subluxation at the left 
knee joint, with only a slight range of movement at the 
joint. Numerous sinuses were present. The x-ray 
showed destruction of the lower third of the femur 
posteriorly, destruction of the outer portion of the lower 
femoral epiphysis, which throughout was irregular in 
outline and rarefied. On July 8, 1931, the lower portion 
of the femur was exposed by median and lateral in 
cisions, and sequestra were removed from the posterior 
surface of the shaft. From July to October 21, 1931, 
the patient did not receive maggot treatment, as at that 
time no larve were available. In that interval the soft 
tissues had to be reopened on August 15th, and again on 
October 15th. On October 21st the first batch of 
maggots was placed in the wounds and fresh batches 
have been added at four to seven day intervals since 
that date. 

In changing the dressings the routine procedure 
was to remove the old larve by irrigating and with 
forceps; to scrape the larve into the wound from the 
test tube with a hoe-shaped glass rod, and then to apply 
the cage which consisted of a piece of wire netting, on 
the edges of which was sewn a strip of soft rubber 
about 4% inch square. Strips of adhesive were used to 
keep the cage in position. A cradle containing an 
electric light was placed over the affected limb. X-rays 
taken at intervals show that there has been a slow 
improvement, in that new bone has been laid down. The 
outline of the shaft and epiphysis is smoother. No 
sequestra have formed. The wounds are slowly closing 
in, but lately very few of the larve survive after being 
placed in the wound. The general condition has im- 
proved a great deal. There have been no complications 
other than pain and fever. 


CASE 2 


The other case is that of a man, 45 years of age, 
who was admitted to the service of Dr. Gurth Pretty at 
the Montreal General Hospital on November 19, 1931, 
with a history of pain, redness and swelling of the 
middle third of the left arm for three weeks. In August, 
1930, the arm was affected in the same way and the 
condition persisted for two months. At the age of 15, 
he had had osteomyelitis which did not finally heal until 
he was 18. An x-ray on admission showed mottling of 
the shaft in the middle third and some thickening of 
the cortex. Operation was performed on November 20, 
1931, and pus was found under the periosteum. The 
bone was guttered, and communication established 


between the cloace. The wound was then dressed and 
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packed with acriflavine gauze. No larve were used until 
December 7th, but from then on until January 20, 1932, 
this treatment was used. The wound healed rapidly, 
and at time of discharge on January 20th, was complete- 
ly closed, and the scar was depressed slightly in an area 
less than one-half inch in length. 

The patient suffered considerably, and he was 
usually given a day’s rest on the removal of a batch of 
maggots, and before a fresh batch was applied. There 
was no fever or other complications. The dressings were 
carried out as in the previous case. The patient has 
been seen at intervals since discharge from the hospital, 
and there have been no signs of disease. 

The ultimate value of the maggot treatment 
is still uncertain. Its disadvantages are ob- 
vious. The patient must be _ hospitalized 
throughout; the larve are expensive and can 
only be used in the neighbourhood of the pro- 
ducing laboratory. There is also some pre- 
judice among surgeons regarding this form of 
treatment. However, these disadvantages would 
be of minor importance if an appreciable 
increase in the percentage of cures, or a de- 
erease in the duration of the disease, be 
obtained. The series so far published indicates 
that the results more than offset the dis- 
advantages, and we believe that this method of 
treatment has a definite value in the treatment 
of acute and chronic osteomyelitis. 


I desire to acknowledge my indebtedness to Dr. 
Gurth Pretty, for permission to publish the second case. 
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COMMENT By Dr. W. G. TURNER 


Since Dr. McLellan wrote this paper, I would like 
to cite one of his cases. Some months previously I had 
removed a sequestrum practically the length of the shaft 
of the tibia, which still left an excavation in the head 
of the tibia that had invaded the knee joint some time 
previously. On March 16, 1932, I operated on this case 
and exposed the upper portion of the tibia where there 
were several sinuses. There was extensive destruction of 
the bone, which penetrated the knee joint. The anterior 
portion of the head of the tibia was removed, so as to 
make a wound about 4 inches long. The patellar tendon 
was preserved and this cavity extended under the same, 
allowing three fingers to be easily passed under the 
patellar tendon from side to side. This left a wide 
crater-like cavity. As soon as the oozing had been 
partially controlled, Dr. McLellan started his maggot 
treatment, which he followed faithfully. 

July 1, 1932. This extensive bone cavity is now 
completely healed. It has been remarkable to note the 
progress of this case. During this latter period of treat- 
ment it was very important that the maggots should not 
get drowned by the excess secretion, and this was 
wonderfully controlled by Dr. McLellan. This last case 
illustrates the very great value of having the resources 
of the maggot treatment available. 

I would like to say how much I appreciate Dr. 
McLellan’s work in the laboratory. He was successful 
throughout the winter in keeping a very healthy strain 
of maggots, and this, single-handed. In this way we 
have been able to supply healthy maggots for selected 
eases to four of the hospitals. 
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THE USE OF LOCAL ANASSTHESIA IN THE TREATMENT OF FRACTURES 


By Gavin Miuuer, M.D., M.Sc., F.R.C.S. (C.), 


Royal Victoria Hospital and McGill University, 
Montreal 


O one who has attended Bohler’s fracture 

clinic in Vienna can fail to be impressed 
with the many advantages obtainable by the 
routine use of local, or regional, anesthesia in 
the treatment of fractures. The idea is not new. 
Conway injected cocaine between the fragments 
to produce anesthesia forty-seven years ago. 
Lerda and. Quenu? reported satisfactory results 
following the use of local anesthesia for frac- 
tures, in 1907 and 1908 respectively. The 
method, however, has never become widely used, 
largely because few surgeons have actual ex- 
perience with the technical procedure and hesi- 
tate to use a new method with which they are 
unfamiliar. Also, because the routine use of 
ether anesthesia for these cases has become a 
habit in many clinics. A theoretical objection 
to the use of local anesthesia that is often men- 


tioned is the danger of introducing infection 
with the novocaine. If the usual aseptic pre- 
cautions be taken, this complication rarely if 
ever occurs. Many objections can be brought 
against the routine use of general anesthesia 
for the setting of fractures. First, the services 
of a trained anesthetist are required and these 
are not only expensive but, at times, not im- 
mediately available, thus causing delay. The 
next consideration is the danger of post- 
operative lung complications following general 
narcosis. While few men to-day would be rash 
enough to state that lung complications prac- 
tically never follow local anesthesia, they do 
appear to occur in a smaller percentage of cases. 
Ether irritates the bronchial passages to a 
greater extent, causes more secretion, and, for 
some hours after its inhalation, depresses respir- 
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ation. Thus massive collapse,, broncho-pneu- 
monia and lung abscesses, are more frequent. 
Further, thorough lung ventilation by means 
of deep-breathing exercises, spitting, coughing, 
or the breathing of 5 per cent CO, in oxygen, 
is often delayed for many hours after general 
ether anesthesia. These procedures can be insti- 
tuted immediately following the use of local 
anesthesia. It is becoming more generally recog- 
nized that by the early use of such methods the 
great majority of severe post-operative lung 
complications can be avoided. 

It is advisable to keep all patients who are 
to receive a general anesthetic in bed over- 
night after the setting of a fracture. This is 
frequently unnecessary when local anesthesia is 
used. Thus the hospital beds can be saved for 
more urgent cases, and the patient is put to 
less expense. A patient is sick after an ether 
anesthesia, often suffering from vomiting, 
headache and great thirst, but after the use of 
local anesthesia these symptoms do not occur. 
When heart or chest conditions distinctly 
contraindicate the use of ether anesthesia novo- 
cain can be injected between the fragments 
without hesitation. Gas and oxygen cannot be 
recommended, because insufficient relaxation 
invariably results and normal alignment of the 
fragments cannot be obtained. In the excite- 
ment stage which so frequently occurs early in 
the induction of a general anesthesia, the 
struggles of the patient may cause further 
injury to the soft tissues in the neighbourhood 
of the fracture, and a simple fracture may be 
converted into a complicated one. 

It frequently happens that a patient with a 
fracture suffers a great deal of pain between 
the time of his admission to the hospital and 
the time when he is anesthetized and the 
fracture set. Each time he is moved from 
stretcher to bed, or vice versa, the imperfectly 
immobilized broken extremity causes pain. A 
local anesthetic can be injected before the 
patient leaves the ward and thus much pain 
can be avoided. It must never be forgotten, 
however, when the anesthetic is injected at 
such a time, that the patient, being completely 
relieved of pain, may forget his fracture and, 
in his anxiety to help the attendants, do him- 
self further.injury. He must be carefully 


watched and the extremity should be im- 
mobilized temporarily. 
When a fracture first occurs there is no 
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swelling and no spasm. It can be reduced 
very easily. Muscle spasm soon occurs as the 
pain increases, but the swelling takes some 
hours finally to establish itself. To obtain the 
best results fractures should be treated as 
emergencies, before swelling of the tissues has 
occurred to any great extent. This applies 
especially to fractures of the leg, when the 
fractures can be easily palpated, and a good 
position obtained if they are reduced before 
marked cedema occurs. It is a wise rule to set 
all fractures immediately, no matter at what 
hour of the day or night they are seen. 
Patients who have eaten a large meal should 
not be given a general anesthetic until the 
stomach is empty. This causes delay or 
necessitates an unpleasant gastric lavage. In 
one case where these precautions were not 
carried out, a patient vomited as he began to 
recover; respiration immediately stopped; and 
with great difficulty, just in time to prevent 
death by asphyxia, a large piece of meat was 
removed from his larynx. Any surgeon who has 
had one such experience will agree that local 
anesthesia is preferable in such cases. When 
novocain is used it makes no difference whether 
the stomach is full or empty. A great advantage 
of local anesthesia is that, as it lasts from two 
to three hours, there is time to x-ray the 
fracture after it has been set. If the position 
of the fragments is not satisfactory at this 
time, it is possible to manipulate them again 
without further anesthesia. 

While the setting of a simple fracture may 
be left over until the next day without 
serious complications arising, compound frac- 
tures must always be operated on immediately. 
This is an absolute rule. Infection is one of 
the most serious complications following a 
compound fracture and can only be avoided by 
early suture, and, frequently, thorough debride- 
ment. The skin edges, damaged fat and 
muscles must be thoroughly excised. If the 
ends of the bone are dirty the soiled parts 
should be removed and the skin sutured. In- 
fection following compound fractures is the 
most frequent cause of death or amputation in 
such cases. Delay in operation increases the 
danger of infection. When infection does not 
occur, and the sutured wound heals by first 
intention the compound fracture becomes for 
all practical purposes a simple fracture and 
other complications, such as osteomyelitis, de- 
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layed union, and the increased difficulty of 
producing immobilization are avoided. 

In spite of this accepted principle in the 
treatment of compound fractures it is not 
unusual for such patients to arrive at a hospital 
in such a state of shock that immediate 
operation appears inadvisable and delay is per- 
missible. Operations under general anesthesia 
in eases of surgical shock give a high per- 
centage of mortality, but delay gives a high 
percentage of infection. Delay in these cases 
ig unnecessary if the operation be carried out 
under local anesthesia. This prevention of 
delay is one of the greatest arguments in 
favour of the routine use of local anesthesia in 
the treatment of fractures. With the relief of 
pain the shock rapidly disappears in most eases. 
Spinal anesthesia is contraindicated on account 
of the low blood pressure accompanying shock. 

In eases of compound fractures the local 
anesthetic should be injected through healthy 
tissue so that it flows from healthy tissue into 
the fracture area and thence out of the wound. 
It thus tends to carry out with it any dirt or 
foreign particles, which may be lying in the 
wound. If the injection is made through the 
wound there is a tendency for the dirt particles 
to be carried further into the depths. 

With the exception of pathological fractures 
all fractures are painful, and any movement of 
the extremity greatly increases this pain. 
Muscle spasm is due to pain and causes over- 
riding and increased deformity. With relief of 
pain muscular relaxation is obtained, and with 
suitable traction the deformity ean be over- 
come as readily as when the patient is under 
general narcosis. Further, the patient, being 
conscious, is able to cooperate with the surgeon, 
and assume that position in which the reduc- 
tion and the application of splints can be most 
conveniently carried out. For example, when 
setting a Pott’s fracture the most convenient 
position is to have the patient sitting on the 
table with the injured foot resting on the 
operator’s knee. Bohler’ reports he has used 
local anesthesia in over 3,000 cases of recent 
fracture without a single complication. 


TECHNIQUE OF INJECTION 


Success depends on the injection of a suit- 
able amount of novocain, usually 20 ¢.c. of a 
2 per cent solution, directly into the hematoma 


between the fragments. As the hematoma pene- 
trates all the tissues about the fracture, the 
novocain, diffusing through, anesthetises these 
tissues. Complete relief of pain results, and, 
with it, muscular relaxation. Absolute asepsis 
is essential. The skin over the point of maximum 
tenderness is painted with 5 per cent iodine 
and, using a fine hypodermic needle, a wheal is 
raised at this point by injecting a few drops 
of novoeain. A larger needle is now inserted 
into the line of fracture and 5 ¢.¢. of novocain 
are injected. If this solution is entering the 
hematoma blood-stained fluid will flow back 
into the syringe if the piston be slightly with- 
drawn. If this oceurs, twenty to thirty cubic 
centimetres of novoeain solution should be in- 
jected. If blood does not flow back into the 
syringe and the solution returns clear the needle 
must be moved around until the hematoma is 
definitely entered. In some cases the hematoma 
is small and cannot be found, as, for example, 
in some eases of Colles’ fracture; novoecain must 
then be injected completely round the bone in 
the neighbourhood of the fracture. For the 
insertion of a Steinman pin, or Kirschner wire, 
5 e.ec. of novoeain should be injected into the 
soft tissues and periosteum at the points where 
the wire will enter and leave the bone. When 
a large hematoma is present local anesthesia is 
advisable, even in children. In all eases of 
compound fractures the needle must be inserted 
through healthy skin and not through the wound 
for the reasons given above. 

In the case of old fractures where the hema- 
toma is organized the whole periphery of the 
bone in the neighbourhood of the fracture must 
be infiltrated if good anesthesia is to be ob- 
tained. In old fractures of the upper extremity 
it is often advisable to block the brachial plexus. 
In those of the lower extremity spinal anes- 
thesia is often more satisfactory. 


TECHNIQUE OF BRACHIAL PLEXUS AN ASTHESIA 


For a detailed description the reader is re- 
ferred to the excellent article by Kuhlenkampff.* 
The patient sits up, or lies, with the head turned 
to the opposite side. The mid-point of the 
clavicle is marked, and, after sterilizing the 
skin, the needle is inserted just above this point, 
immediately lateral to the external jugular vein. 
The needle should be about 3.5 em. long and 
5 mm. in diameter. The most effective solu- 
tion to use is 2 per cent novocain. The needle 
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is directed in such a way that it points to the 
spinal process of the 2nd or 3rd dorsal vertebra. 

The patient must be warned to notify the 
surgeon immediately he feels the needle touch 
the plexus. He will recognize this by feeling 
a tingling sensation running down to his fingers 
like an electric shock, similar to that experienced 
by a knock on the ‘‘funny bone’’ (ulnar nerve). 
The patient must be warned to remain abso- 
lutely still while about 20 to 30 ec. of 2 per 
cent novocain solution is injected without mov- 
ing the needle. While inserting the needle it 
is a wise precaution to place the index finger of 
the left hand on the subclavian artery which is 
medial to the point of insertion of the needle. 
In this way the artery can be protected from 
injury. If a fine needle be used puncture of 
the artery is not a serious complication. If the 
needle strikes the first rib it has been introduced 
in the wrong direction and must be withdrawn 
and reinserted. When warmth and redness of 
the hand and arm occur it is due to the 
sympathetic nerves, probably those about the 
subclavian artery, being anesthetized. Occa- 
sionally the pleural cavity is pierced, but this 
leads to no important complication. There is 
usually an interval of about fifteen minutes 
between the novocain injection and the time 
when anesthesia is complete. The technique is 
not easy, but with a thorough understanding of 
the anatomy, and with careful insertion of the 
needle in the right direction, definitely locating 
the plexus before injecting the anesthetic, the 
procedure is most valuable and effective. If 
any blood comes out of the needle during the 
procedure it is wise to discontinue the attempt 
as this amount of novocain entering the circula- 
tion directly might cause serious consequences. 


TECHNIQUE OF SPINAL ANZSTHESIA 


In old fractures of the lower extremity and 
in bilateral fractures it is often advisable to 
use spinal anesthesia. If severe surgical shock 
be present with low blood pressure spinal anes- 
thesia is contraindicated. So much has been 
written in recent years on the subject of spinal 
anesthesia and the methods are so well known 
to-day that only the briefest description of one 
method need be recorded here. 

With the patient sitting up or lying on the 
side, with the back well arched, a suitable 
interspace is chosen between two adjacent 
lumbar vertebra, usually the third and fourth. 





A line joining the iliac crests usually crosses 
the spine of the fourth lumbar vertebra. An 
aseptic technique must be employed. The skin 
is painted with iodine and a skin wheal made 
by injecting a few drops of novocain solution 
at the point where the lumbar puncture needle 
is to be inserted. The soft tissues are then 
anesthetized. The lumbar puncture needle is 
now inserted in the mid-line, directly over the 
chosen interspace, at right angles to the skin. 
The needle is slowly introduced until it can 
be felt to pierce the intraspinous ligament. 
Immediately beyond this it enters the spinal 
canal when spinal fluid appears on withdraw- 
ing the stylet. Bohler’s method is simple and 
effectual. He withdraws 8 e¢.ec. of spinal fluid 
and slowly injects 8 c.c. of 1 per cent novocain 
solution. The needle is then quickly with- 
drawn and the puncture wound covered with a 
sterile sponge held in place with adhesive 
plaster. The patient is immediately placed in 
the recumbent position, lying on his back, when 
complete anesthesia of the lower limbs rapidly 
occurs. The only complication which occasion- 
ally occurs is severe headache, which can 
usually be relieved by giving 100 e.c. of hyper- 
tonie glucose saline (25 per cent) or 50 ¢.c. of 
®) per cent saline solution (Boéhler). There is 
frequently a fall of blood pressure which is 
rarely of a serious nature. The spinal anes- 
thesia lasts from one to one and a half hours, 
which gives ample time for the setting of any 
type of fracture. Following spinal anesthesia 
the patient should be placed in the recumbent 
position for 24 hours. 

In conclusion it can be said that local anes- 
thesia is the ideal form for the treatment of 
fractures. Many advantages have been men- 
tioned, while there appear to be no disadvan- 
tages, once the technique has been mastered. 
The methods are simple, the time consumed very 
brief, and the relaxation and anesthesia ob- 
tained are most satisfactory. The use of local 
anesthesia in these cases cannot be too highly 
recommended. It should be tried first on 
simple cases where a large hematoma is 
present. As the technique is perfected a wider 
range of fractures may be reduced under this 
plan. The importance of a perfect aseptic 
technique must be emphasized. 
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HE widespread use of arsenical preparations 
for the killing of insect pests has. had a 
tendeney to make people, farmers in particular, 
careless in the handling of this very poisonous 
material. To one familiar with the manufacture 
and industrial use of arsenic it is quite evident 
that no trouble in the handling and use of 
arsenic or its compounds should be experienced 
if reasonable care is taken. A great many eases 
of acute or chronic arsenic poisoning are due 
to ingestion of food which has been accidentally 
contaminated with this metal. The literature 
reveals that frequently poisoning has been 
caused because arsenic has somehow got into 
the pantry and later has been mistaken for some 
such substance as baking powder. It is quite 
probable that each year many farmers and their 
families have been accidentally poisoned with- 
out their knowledge, the cause of their com- 
plaint being ascribed to an intestinal upset of 
an infectious nature. It is only when poison- 
ing is very severe, or some chronic manifesta- 
tion of arsenic poisoning occurs, that the true 
cause of the trouble is discovered. 


The following case is of interest. because it 
shows that if one of the members of the. family 
had. not developed a severe neuritis the cause of 
intestinal upsets o¢curring among the other 
members of the family would never have been 
attributed to arsenic. It is significant that two 
of the sons had consulted their physicians sev- 
eral times for symptoms which were attributed 
to summer diarrhea or intestinal influenza. 


CASE 1 


Mr. X., aged sixty-five, had enjoyed good health, 
and worked on his farm until August 20, 1931. On this 
day he became ill with nausea, ‘vomiting, abdominal 
cramps and diarrhea. After two days he was able to 
resume work. Other members of the family ‘were 
similarly treubled. Eight days later he and other 
members of the family became ill with vomiting and 
diarrhea. In all he and the members of his family 
suffered intestinal upsets five times in the course of three 
weeks. On two occasions friends staying for meals 
suffered from diarrhea. A pet dog fed from the scraps 
from the table on one of these occasions was found dead 
next day: About a week after his first illness Mr. X. 
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noticed some weakness, with numbness and tingling in 
his hands and feet. This. condition became progressively 
worse, eventually leading to loss of the use of his limbs. 
At no time did he suffer from sore throat, difficulty in 
swallowing, or changes in vision. For a time he noticed 
that his hands and feet were swollen, but this dis- 
appeared later. He did not use alcohol or patent medi- 
cine in any form. On October 27, 1931, he was admitted 
to the clinic complaining of numbness and tingling in 
hands and feet, progressive weakness of the arms and 
legs, and inability to walk or feed himself. During the 
last two months he had lost thirty pounds in weight. 

Physical examination showed a man not acutely ill, 
with a suggestion of yellowish pigmentation about the 
axillary folds, the lower abdomen and the groins. The 
skin of the palms was somewhat thickened. The tonsils 
were apparently normal and the gums healthy in ap- 
pearance, six teeth remaining. The circulatory and 
genito-urinary systems revealed no abnormalities. The 
liver was palpable, one and a half inches below the 
costal margin, and the spleen was enlarged, but not 
palpable. The eyes reacted to light and accommodation, 
and examination of the cranial nerves revealed.. no 
trouble. Bilateral absence of the plantar and Achilles 
reflexes was noted. The left knee reflex was absent; 
the right knee, biceps and triceps reflexes were very 
weak. The abdominal reflexes were present. Marked 
loss of power in the intrinsic muscles of hands and feet, 
amounting almost to paralysis and double wrist and foot 
drop, were present. Marked loss of power in forearms 
and calves, with relatively more power in thighs and 
upper arms, and weakness of the shoulder girdle, were 
observed. There was complete loss of sensation to pain, 
touch, and heat in the hands and feet, with paresthesia 
of arms and legs. Sensation improved as one neared the 
trunk, but there was some hyperesthesia to pain over 
the trunk. The urine was normal and did not contain 
pathological amounts of lead or arsenic. The Wasser- 
mann test was negative; hemoglobin 105 per cent; red 
blood count 4,620,000; white blood count 9,700, with 
normal red cells in the blood smear. A test meal showed 
no free hydrochloric acid and a total acidity of 10. 


The cause of Mr. X.’s neuritis might be due 
to diphtheria, alcohol, lead, arsenic or infec- 
tion. Diphtheria and alcohol were more or less 
ruled out by the history:and lead poisoning by 
examination of the blood and urine. The 
severity of the neuritis suggested a.cause other 
than infection. The absence of arsenie in the 
urine after the lapse of weeks did not necessarily 
rule out arsenic as the cause of the. trouble. 
The suggestion of yellowish pigmentation about 
the axillary folds, lower abdomen: and ‘groins, 
thickened palms, enlarged liver following severe 
neuritis, and intestinal upsets made necessary 
further consideration of arsenic as a possible 
eause of the trouble. 
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It has been known for some time that arsenic 
is present in the hair of people long after it 
has been taken, even when its presence in any 
other body tissue or fluids cannot be detected. 

Therefore the examination of the hair for 
arsenic is of value in diagnosis. The examination 
of the pubic hair as well as the head hair, in our 
experience, is most important, because pubic hair 
is not ordinarily cut, has a slower rate of growth, 
and is not likely to be contaminated with arsenic. 
It is of interest to note here that many hair 
tonics contain arsenic, the use of which would 
make analysis of head hair useless. Althausen 
and Gunther,’ in a study of the excretion of 
arsenic in the hair, give analyses of scalp and 
facial hair two and a half to three and a half 
months after poisoning. In their cases after the 
lapse of this time they found from 15 to 45 
parts of arsenic per million parts of hair. In 
hair taken from a normal individual the arsenic 
content was from 0.8 to 1.6 parts per million. 

From our own records? the pubic hair of in- 
dividuals not exposed to or taking arsenic con- 
tains from 11 to 24 parts per million. Men 
continually exposed to arsenic in their work, but 
not showing any clinical manifestations with 
disability, showed in their pubic hair from 174 
to 191 parts per million. Pubic hair of men 
continually exposed to arsenic and showing man- 
ifestations with disability (actual poisoning) 
had a content of from 357 to 1,337 parts per 
million. 

Although two and a half months had elapsed 
from the time of Mr. X.’s intestinal upset to 
his admission to the clinic, it was thought ad- 
visable to examine for arsenic samples of hair 
from him and the members of his family. A 
modified Gutzeit method was used for the deter- 


mination. The results are given in the following 
Table. 


Parts of arsenic per 
Case 1 million parts of hair 


Be 2S ON bk oc estes 42.8 
BES, Bi: I: MOND 6. ces acta bn wanes 120.7 
Mr. X.’s son’s head hair ........... 52.3 
mee. 2 Weer pine BAP nk hae ee 73.9 
' Mr. X.’s wife’s pubic hair ......... 121.0 


These analytical results show that Mr. X. and 
his family had some time previously ingested 
arsenic in some form or other in amounts in 
excess of what is commonly encountered. The 
history and the examination of Mr. X., coupled 
with the arsenic findings, indicated arsenic as 
the cause of the trouble. 


. The treatment of arsenical poisoning is more 
or less symptomatic. The use of sodium thio- 
sulphate intravenously is claimed by some to be 
of value. This drug, contrary to popular belief, 
decreases arsenic excretion, and may by this 
action spare the kidneys.* The neuritis is best 
treated by heat and massage along with encour- 
agement in the use of the affected parts. It is 
important that deformities be prevented while 
waiting the return of muscular power. This is 
best accomplished by the use of plaster splints. 
In the ease of Mr. X. plaster splints were used 
to prevent wrist drop and foot drop. 

The prognosis in cases of arsenic poisoning 
is usually favourable if the kidneys have not 
been seriously damaged. Recurrent attacks of 
nephritis, with intervals of comparatively 
good health, usually follow when the kidneys 
have been damaged. In such a case the prog- 
nosis is unfavourable. ‘Recovery from the 
neuritis is slow and may take a year or even 
longer. It is of interest to know that Mr. X. 
is slowly regaining the use of his limbs and in 
time should recover completely. 

It might be stated that examination of 
various food materials from the X. home, three 
months after the occurrence of the unusual 
intestinal manifestations, did not reveal any 
abnormal amounts of arsenic. The trouble 
seemed to coincide with the use of one particu- 
lar can of baking powder. It might further be 
noted that the person using the baking powder 
remarked that it looked peculiar. Its use, how- 
ever, was Satisfactory for culinary purposes. 
Arsenic, however, as an insecticide was used on 
the farm in the form of a calcium salt, the 
material being stored in a shed next to the 
kitchen. 

In conclusion, we wish to emphasize the im- 
portance of the chemical analysis of the hair, 
especially the pubic hair, for arsenic as an aid 
in the diagnosis of arsenic poisoning. This is 
particularly valuable when the diagnosis is 
doubtful. 


Since the above was written another patient has 
presented himself with a most interesting history. 


CASE 2 


A farmer, forty-eight years of age, who had 
previously enjoyed good health, was seized with ab- 
dominal cramps after his noonday meal. This was 
accompanied by vomiting and continued for a day or 
more. A doctor diagnosed appendicitis and removed him 
to hospital for observation. He had a normal tempera- 
ture, but an elevated pulse, and two days later a 
chronically diseased appendix was removed. His con- 
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valescence appeared normal, with no abdominal distress, 
and he returned home in ten days. 

The day after his return he again had abdominal 
cramps, some diarrhea, with occasional vomiting. This 
continued intermittently for a week, when he started to 
have great pain in his shoulders, arms and legs, and his 
limbs gradually became paralyzed and stiff. The 
paralysis gradually increased until he could not turn in 
bed, or raise himself. When seen ten weeks after the 
onset he had a very well marked peripheral neuritis in 
the arms and legs, with considerable wasting, trophic 
changes in the skin of the hands and feet, and marked 
ridging of all his nails about five-eighths of an inch 
from the cuticle. His muscles however, while showing a 
flaccid paralysis, were stiff, contracted and sore. He had 


no motion in his feet, slight in his hands, and from 10 to 
20 per cent in his elbows, shoulders, knees and legs. 
His 


Any attempt at passive motion caused great pain. 









HE subject of pyuria is a large one, and I 
shall confine my remarks to some of the 
causes of chronic pyuria. 

Pus in the urine is abnormal and when it 
persists in spite of appropriate medicinal treat- 
ment it is time to look for an organic lesion. 
The urinary tract is conveniently divided into 
upper and lower tracts, the former comprising 
the two kidneys and their ureters, the latter 
the bladder and urethra. In the male the 
urethra is complicated by the glands which 
drain into it, viz., the prostate, seminal vesicles, 
Cowper’s glands, and the mucous glands of the 
anterior urethra, represented in the female by 
Skene’s tubules. When pus is found in a voided 
specimen from the female bladder, one cannot 
conclude that the pus is from the urinary tract 
unless definite urological symptoms are present 
or a confirmatory catheter specimen be obtained. 

There are four main factors in chronic pyuria; 
tuberculosis, foreign body, obstruction, and focal 
infection. The lesion may be in either the 
upper or lower tract. Obviously it is important 
to distinguish between the two. It would be 
foolish to try to clean a pond with a dirty brook 
running into it; it is useless to expect to cure 
a pyuria by washing out the bladder when 
infected urine is coming down from one or both 
kidneys. 

Pus may originate in the kidney, bladder or 
urethra. In the female it is not practical as a 
general rule to distinguish between the bladder 


* Read before the Section of Surgery, Academy of 
Medicine, Toronto, March 15, 1932. 
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blood smear was normal, and his blood and urine did not 
show lead or arsenic. 

A week’s administration of ammonium chloride 
caused him to have pain in his arms and legs, necessitat- 
ing codeine at night. His urine now showed 1.40 mgrm. 
of lead per litre and his head hair 61.3 parts per million 
of arsenic. 

His convalescence has been very slow, and com- 
plicated by a great deal of pain, but the use of his arm, 
leg and body muscles is gradually returning. 


We concluded that this is a case of arsenical 
poisoning, complicated by lead poisoning, the compound 
at work probably being lead arsenate. 
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OF PYURIA* 


and urethra, but in the male the more complex 
structure of the urethra renders it essential to 
do so. For this purpose having ascertained by 
inspection that there is not a frank urethritis, 
one directs the patient to void into three glasses; 
a cloudy first glass with a hazy or clear second 
and clear third points unmistakably to urethral 
infection. When the ‘first and third glasses are 
hazy and the middle glass clear the pus obvi- 
ously comes from the prostate and seminal 
vesicles, the haze in the first glass being due to 
pus washed from the prostatic urethra and that 
in the third glass to pus squeezed from the 
prostate and vesicles by muscular action at the 
end of micturition. The presence of threads is 
evidence of a chronic urethritis, floating threads 
from the mucous glands, and heavy ‘‘chunky’’ 
threads at the bottom of the glass from the 
prostate. When all three glasses are equally 
cloudy the pus may be from either kidney or 
bladder. If after centrifuging off the pus 
albumin is present the kidney is probably in- 
volved; to prove this it would be necessary to 
catheterize the ureters. 

Turbid urine does not always indicate pus. 
Turbidity may be caused by excess of urates, 
phosphates or carbonates. If from urates, the 
urine will clear on heating; if from phosphates, 
on the addition of acetic acid; and if carbonates 
are present acetic acid will cause effervescence. 

The urine may appear to be clear and yet 
contain a considerable amount of pus demon- 
strable by a centrifuge or microscope. In 
recording the amount of pus found it should be 
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noted whether it is a centrifuged or uncentri- 
fuged specimen. 

A urine which contains much pus and in 
which microérganisms cannot be found in films 
stained with methylene blue, or where cultures 
are sterile, is almost certainly tuberculous. 
And when one finds sudden discharges of pus 
in the urine alternating with periods when the 
urine is almost normal one should be very 
suspicious of early renal tuberculosis. Painful 
frequency is not a symptom of renal tuber- 
culosis but of bladder tuberculosis, which 
means that the condition has gone too long 
unrecognized. | 

Everyone knows that a foreign body at the 
bottom of an infected sinus will prolong the 
infection indefinitely. A stone in the kidney or 
bladder is just such a foreign body; it is only 
necessary for infection to occur to have a per- 
sistent pyuria. When one remembers that a 
stone fixed in a calyx or a staghorn calculus 
does not obstruct the ureter and therefore does 
not produce colic, it is readily understood that 
the so-called silent stone is a frequent source of 
chronic pyuria. The same is true in the 
bladder and although the stone may itself be 
the result of infection a vicious circle is estab- 
lished and the infection cannot be cured until 
the foreign body is removed, whether it be 
calculus, new growth, or foreign material in- 
troduced from without. 

Obstruction is a more elusive source of 
trouble than caleulus. Strictures may occur 
anywhere along the urinary tract, from the 
neck of the minor calyx to the external meatus. 
Narrow strictures in the upper tract produce 
pain and in the urethra difficult micturition; 
wide strictures anywhere along the tract pro- 
duce a comparatively symptomless pyuria. A 
very slight contraction may suffice for the 
purpose. We have all seen women who com- 
plain of a persistent slight frequency and 
irritation in the bladder. After drugs and 
bladder lavage have been tried unsuccessfully 
the patient 3s cystoscoped. Nothing is found 
except a slight difficulty in introducing the 
instrument, but after the examination the 
patient makes a rapid recovery. The passage 
of the rather large instrument has removed the 
cause and the patient gets well. Wide urethral 
strictures are by no means uncommon in women 
and are not as a rule of gonococeal origin, but 





are either congenital or traumatic, as a result 
of child-bearing. 

Congenital strictures of the external meatus 
and posterior urethral valves are conditions 
frequently overlooked in boys. Later in life we 
find the classical stricture from venereal in- 
fection or from trauma, prostatic new growths, 
fibrosis of the bladder outlet, and lesions 
which, though not actually obstructive, produce 
residual urine, and might therefore be termed 
physiologically obstructive, such as bladder 
diverticulum, cystocele, and nerve lesions such 
as tabes. All these are potential factors in 
pyuria. 

A moderate degree of stenosis in a ureter is 
of more frequent occurrence than is generally 
supposed. In the early stages no dilatation of 
the ealices, pelvis or the portion of the ureter 
above the stricture is produced, and a uretero- 
gram frequently fails to demonstrate the lesion, 
due to incomplete filling. Again when the 
ureter is well outlined it is difficult to dis- 
tinguish between a stricture and a peristaltic 
wave. A bulb-catheter or bougie is a more 
efficient instrument for this purpose than a 
pyelogram. It is not sufficient to introduce a 
No. 5 ureteral catheter to the kidney pelvis to 
say that the ureter is normal. Dilatation of a 
single calyx or internal hydronephrosis is 
demonstrated in a pyelogram and should be 
distinguished from a tuberculous cavity. 

Chronic and subacute prostatitis are common 
sources of pyuria. The man may be without 
symptoms, somewhat under par, or quite ill. 
An example of the first type is the man who in 
apparent perfect health applies for life in- 
surance and is declined because pus cells are 
found in the urine; the prostate feels normal 
to palpation but 20 to 40 pus cells per high 
power field are found in the expressed secre- 
tion. Sometimes the prostate is normal and 
the vesicles only are infected. 

The second type is usually a man of middle 
age and sedentary habits. He consults his 
physician because he does not feel well, tires 
easily, and cannot concentrate on his business; 
he may or may not have a sense of discomfort 
in the perineum or rectum. A few questionable 
teeth are found and extracted, or his tonsils are 
removed with temporary improvement, but if 
the prostato-vesicular secretion be examined it 
will be found to be purulent; organisms are 
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hard to find, but culture yields a growth of 
colon bacillus. These cases are not complica- 
tions of chronic gonorrhea but are hxemato- 
genous infections. 

In the third type the illness starts with an 
acute infection in the throat or nasal sinuses, 
or a typical influenza. After the patient has 
been in bed a week or so he has acute urinary 
symptoms, pain and frequency, and much pus 
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in the urine, pain in the perineum, becoming 
acute when the bowels move. This type either 
progresses to abscess formation, or else has an 
extremely long tedious convalescence subject 
to exacerbations and intolerant to local treat- 
ment. Extension of the infection to the kidney, 
probably via the periureteral lymphatics, is 
common, and gives rise to a pyelonephritis of 
varying intensity. 


STUTTERING AND ALLIED SPEECH DEFECTS* 


By Barucu SiLvErRMAN, M.D., 


Mental Hygiene Institute, 


Montreal 


HE growing complexity of our modern 

civilization makes ever-increasing demands 
on the individual’s capacity for adjustment to 
the requirements of the social organization. 
Amongst the disabilities and defects which 
hamper him in this adjustment disorders of 
speech play a role of considerable importance. 
For when one realizes how much dependence is 
placed upon speech as a means of communica- 
tion it becomes obvious that a person with such 
a defect is not only seriously handicapped in 
finding work, but that he also goes through a 
great deal of personal distress and misery in 
his daily social contacts. It is therefore gratify- 
ing to note that in recent years treatment of 
these disorders is becoming more scientific, and 
that prevention of the occurrence of speech de- 
fects is becoming a possibility. It has been 
estimated that approximately 9 out of every 
1,000 children of school age have difficulties with 
their speech which will undoubtedly act as seri- 
ous handicaps to them in later life, unless they 
are adequately treated. For it is definitely 
known now that children do not outgrow such 
speech defects, and that habits of speech which 
are formed in early childhood are exceedingly 
difficult to alter later in life. 

Most of the speech defects, aside from the 
aphasias which are caused by definite disease 
of the central nervous system, can be generally 
classified into three groups, known as delayed 
speech, lisping and stuttering. 

Delayed ‘speech is a condition in which the 


*Read at a meeting of the Montreal Neuro 
Psychiatrie Society, October, 1931. 


developing child of two and a half and three 
years of age makes no efforts to use voluntary 
speech, and may be caused by lack of mental 
development. Such a child should be carefully 
examined in order to determine whether or not 
there is a physical cause for the difficulty, and 
more especially to find out whether he has the 
kind of mental ability that will make it possible 
for him to learn to speak. Very frequently 
delayed speech is brought about by the fact 
that the young child’s life has been so arranged 
that there has been no necessity for his develop- 
ing the faculty of speech. It must be remem- 
bered that speech is developed in response to 
definite needs. In infancy the child learns that 
by erying he ean get his wants attended to. 
As he becomes'a little older he finds the spoken 
word is more effective in bringing him the 
things he wants. If, however, all of his needs are 
anticipated by over-protective parents and all 
his wants gratified without his having to utter 
a sound, his speech development will inevitably 
be delayed. The sounds which such a child 
begins to make are usually converted into a 
jargon which only the parents can understand 
and which only very slowly begins to approxi- 
mate normal speech. Such a delay is usually 
accompanied by feelings of inadequacy and lack 
of self-confidence which seriously interfere with 
the child’s capacity for making social adjust- 
ments. 

Lisping is a form of speech in which one 
sound is substituted for another, such as ‘‘w’’ 
for‘‘r’’;, *‘th’’ for ‘‘a’’ and ‘'t’’ for ‘‘k’’. Tits 
defect is often said to be caused by abnormalities 
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of the teeth, tongue and palatal arch, but such 
physical abnormalities have been found to exist 
in only a small number of these cases. More 
often this condition is due to a retention of 
childish habits of speech which has resulted 
from the fact that the adults in the child’s 
environment have made little or no efforts to 
train him in the correct methods of producing 
sounds. 

By far the most prevalent form of speech 
defect, and certainly the most incapacitating 
type, is that known as stuttering. This is a 
condition in which there is a break in the 
rhythm of speech because of an inability to 
make the necessary muscular coordinations that 
are essential to normal speech. The marked 
hesitancy and frequent repetition of syllables 
and words which characterize stuttering are not 
only indicative of the difficulty in self-expression 
through the medium of speech, but are also 
symptomatic of a general inconsistency between 
the individual’s capacity for making adjust- 
ments and the demands made upon him by the 
group in which he lives. This inconsistency is 
very evident in the fears and emotional con- 
flicts which are associated with stuttering and 
which occur during such critical transitional 
periods as the age when the child first learns to 
speak, the time when he begins to go to school, 
and the adolescent period when he has to make 
vocational and other adult adjustments. It is 
on such occasions, particularly in early child- 
hood, that most of these speech defects develop. 

There have been many theories regarding the 
nature of stuttering. Some of the earlier ones 
were, that it is a result of a weakness in the 
speech mechanism, an inecoordination between 
respiration and articulation, an ‘‘inecoordination 
neurosis’’. Bluemel? believed that stuttering 
was produced by cerebral congestion and that 
the stutterer’s difficulty is one of transitory 
auditory amnesia. The cerebral congestion was 
said to result in an increase in brain volume 
which produced a blurring of auditory verbal 
imagery. Another theory was that stuttering 
is due to a delay in vocalization caused by a 
lagging in laryngeal action. At the present 
time there are three prevailing theories which 
attempt to explain the nature and etiology of 
stuttering. 

The general psychological theory. — This 
theory is that stuttering is caused by a shock 
or fright, imitation of the speech of a stutterer, 





or an illness which may disturb the emotional 
balance of the individual and produce stutter- 
ing. The nervous system of the stutterer is 
said to be markedly irritable and can be easily 
upset. In children who are not adequately 
equipped to cope with the difficulties of home 
and school life, either because of physical or 
mental limitations, or because of environmental 
factors, such as over-protection on the part of 
parents, jealousies of siblings, and lack of op- 
portunities for making a satisfactory adjust- 
ment to the demands of the group in which they 
live, emotional stress and strain may be pro- 
duced and result in stuttering. 

The psychoanalytic theory.—This view is held 
by many of the psychoanalytic group, more 
particularly by Stekel, Ferenezi, Coriat, Abra- 
ham and others. Their view is that stuttering 
is an ‘‘oral neurosis’’, or an ‘‘anxiety neurosis,’’ 
in which the chief characteristic is a morbid 
anxiety and dread of speaking. The speech 
difficulty is the result, of the fact that there has 
been a fixation at a certain level of libido de- 
velopment in the individual’s life. This fixa- 
tion is at the so-called oral level and the desire 
for gratification of the oral libido is an impor- 
tant factor in the continuance of the speech 
defect. As in the other neuroses the so-called 
cedipus situation, or particular attachment to 
the mother, tends to make the individual wish 
to re-live and re-experience the early infantile 
state. In the stutterer the infantile state which 
he wishes to re-live and gets most gratification 
out of is the nursing stage of his development 
and the pleasure which he gets from-chewing, 
as it were, the words, the sucking and biting of 
syllables, is a replica of the early nursing stage. 
The stutterer unconsciously does not wish to be 
psychologically weaned from the mother. As a 
result of this fixation at the oral erotic stage 
and the desire to gratify the oral libido in an 
infantile way, the individual comes in conflict 
with his ego ideal or conscience, tends to combat 
this tendency and a state of fear is produced 
which manifests itself in the characteristic 
hesitant speech. 

The patho-phystological theory.— This view 
ean be summarized briefly as follows. The 
human organism is considered as a dynamic 
whole, which functions as a unit under different 
centres of physiological dominance. The more 
highly differentiated structures and functions 
require more efficient centres of dominance to 
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bind them together. Child? speaks of definite 
points of dominance in the brain ; visual, in the 
occipital lobe; auditory, in the temporal lobe; 
motor, in the parietal lobe, anterior to the 
fissure of Rolando; body sense, posterior to the 
fissure of Rolando; and olfactory, in the hip- 
pocampal lobe. 

Speech is the highest function of the human 
organism. In the production of speech three 
functional groups have to be brought into 
harmony—respiratory, vocal and articulatory. 
Since these three functions have really more 
fundamental biological significance for the indi- 
vidual than in their unification in the develop- 
ment of speech, that is, they are fundamentally 
more concerned with breathing, swallowing, in- 
gestion, mastication, keeping foreign objects out 
of the lungs, etc., it is essential that some centre 
of unification of these functional groups be de- 
veloped in order that their harmonious function 
in the production of speech might not be easily 
upset. Orton, Travis, Henry Head and others 
hold that in the majority of persons the left 
hemisphere is predominant in the speech func- 
tion. Travis* believes that the left cerebral 
hemisphere of strictly right-handed persons and 
the right cerebral hemisphere of strictly left- 
handed persons contain the centre of dominance, 
particularly in relation to speech, writing and 
reading, and any interference with the centre of 
dominance, such as might be produced when 
attempts are made to have a left-handed child 
use his right hand for writing or the perform- 
ance of other tasks, results in stuttering. 

In the Mental Hygiene Institute we have 
recently had occasion to see 102 patients with 
speech defects, 50 of whom were stutterers, 
that is, they presented a definite break in the 
rhythm of speech with the characteristic 
hesitaney, repetition of sounds, syllables and 
words; and 52 of whom presented a speech 
defect, that is characterized by oral inactivity, 
articulatory defects and sound substitution, 
commonly known as lisping. Of these the 
majority were under 15 years of age, 13 
children being under 5 years of age. 

There seemed to be a marked predominance 
of male over female in both groups, the pre- 
dominance being greater in the group of 
stutterers. In this group there were 44 males 
and 6 females. This coincides with the findings 
of other investigators in this respect. It has 
been known for a long period of time that in 
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TABLE I. 


Sex DistrRIBUTION 


Other Speech 
Stutterers Defects 
ee er ee 44 39 
SL ahc6 corns canine 6 13 


the incidence of speech defects males are far 
more predominant than females. Some give a 
figure of 10 to 1. The ratio seems to change 
with age. The greater the age, the greater the 
predominance of male over female stutterers. 
There seems to be no satisfactory explanation 
for these sex differences, but it should be noted 
in this connection that left-handed boys ap- 
parently out-number left-handed girls. 


TABLE II. 


Famity History 


Other Speech 
Stutterers Defects 
Nervous and mental diseases.... . 2 0 
Mental deficiency.............. 0 3 
ie cia ater Ak et 1 0 
NS 0.0 Gis Vesan teeewasa 2 4 
ike Weta en cuss § 3 2 
Speech defects in family......... 15 9 
MSG tie hon tac irteus 1 0 
Left-handedness................ 2 4 
PIE 6 og ooo sk een os 0 0 
MNO? ike 2c tes. ed as hea dR 2 0 
PN 55 ies awee Coe a 30 34 





The family histories of these cases show the 
following. 

There was a small incidence of mental 
disease—only 2 out of 50 among the stutterers 
and none among-the other group. The most 
interesting finding in the family history was 
the large number of speech defects in other 
members of the family. Amongst the group of 
stutterers there were 15 and among the others 
9, making a total of about 24 per cent; the 
percentage for the group of stutterers alone 
would be about 30. Bryngelson,* of the Univer- 
sity of Minnesota, gives a much higher figure; 
he says that 55 per cent have relatives who 
stutter. 

There was nothing unusual in the history of 
birth and early development in these cases, ex- 
cepting that in 30 there was a history of 1 
severe and 3 or more milder types of children’s 
diseases. Twenty-six per cent of the group of 
stutterers dated the onset of their stuttering 
from an illness or injury. An analysis of the 
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language spoken in the home indicates that in 
only 8 of these cases was a language other than 
English spoken in the home. This would seem 
to suggest that where there is more than one 
language to which the child has to become 
accustomed there does not seem to be any 
greater incidence of speech defect than in those 
cases where the child has only one to learn. 


TABLE III. 
PLAcE IN FamILy 
Number Stutterers Others 
1 20 19 
2 14 13 
3 7 5 
4 3 5 
5 1 4 
6 1 2 
. 1 1 
8 0 1 
9 0 0 
10 0 0 
1l 1 1 
12 0 0 
13 0 0 
14 y. : 


In examining the place in the family group 
in which these cases were, it is noted that 39 of 
them were first-born children and 27 second- 
born children. There seems to be a pre- 
dominance of these speech defects occurring in 
the first and second child. 

There was no evidence to suggest that 
children with speech defects commenced to talk 
later than normal children. In this group of 
stutterers 92 per cent began to talk before the 
end of the second year. 

Table IV indicates that 72 per cent of the 
stutterers developed their speech defects before 


TABLE IV. 


Aare Speecu Derect BEGAN 


Other Speech 
Stutterers Defects 

BN Ki skeen ews 0 2 
et. REE er ee 6 17 
2B yentS. ......25.. 3 1 
3-4 years........... 13 18 
4-5 years........... 6 t 
ee 8 1 
6-7 years........... 2 4 
PG Gh cseicace 4 1 
8-9 years........... 5 4 
10-11 years.......... 1 0 
11-12 years.......... 1 0 
26 plus yeams......... 1 0 





the age of 6 years, that is, before they entered 
school. 

For the most part the physical findings were 
negative, only 10 per cent showing defects of 
vision, hearing and dental defects. 


TABLE V. 


DISTRIBUTION OF INTELLIGENCE QUOTIENTS IN 
50 SruTTERERS 


0% | 20% | 16% 56% 


4% 


fell A lee 


4% 








70 80 90 Normal 110 120 130 


TABLE VI. 


DISTRIBUTION OF INTELLIGENCE QUOTIENTS IN 
52 Cases or SOUND SUBSTITUTION 


30.7% | 17.4%| 15.4% 36.5% 0% 0% 


Se bow Por IO 


80 90 Nermal 





11@ 120 140 
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An examination of the distribution of the in- 
telligence quotients or mental ratios of 50 stut- 
terers shows that essentially stutterers are not 
mentally retarded; the majority fall into the 
normal group. There does, however, seem to 
be a greater proportion of mental retardation 
in the group of speech defects which are char- 
actérized by oral inactivity and sound substitu- 
tion; in this group 63 per cent were below 
normal intelligence. 


TABLE VII. 


OrHER BEHAVIOUR SYMPTOMS 


Other Speech 


Withdrawal ’ Defects 


Stutterers 





Se © 6 6 eS WH ©. ® 2:06 8 86 6 


Hyperemotional 
Masturbation................. 
ass o% be ke oss nee bes 


Onn RK OIWe 


A 
@ 
3 
& 


| EE eee 
Food-difficulties............... 
Jerkings and twitchings........ 
Night-terrors................. 
Sleep-difficulties............... 
Sleep-talking.................. 
Sleep-walking................. 


RBH DWE WNNWEHOWOMNORHAWOr 


| monmmwwowe wor 


55 


Other Speech 
Defects 


> 
or 


Aggressive Stutterers 





UE cco es oe baie sane es 
Beppemneave. ..............45. 
Coeneidisome.................. 
ah a aie Sicha 
Stubbornness................. 
Temper outbursts............. 
I Sas i925 tow 9S) 4st a eaaigs « 


83 | m HCO Or 0100 NO CO 
Ss | DD Orbo Wm bo OO bo 


An attempt was made to list any abnormal- 
ities of behaviour that seemed to be associated 
with these speech defects, and these behaviour 
symptoms were divided into that group which 
suggested a tendency on the part of the patient 
toward aggressive and antisocial behaviour, 
and that behaviour which was more indicative 
of a tendency to withdraw, as it were, from the 
difficulties which the individual had to face. 
The above list of symptoms shows that 74 per 
cent of the stutterers had one or more ad- 


ditional problems. Twenty per cent had 4 or 
more of these behaviour problems. It is also 
noted that twice as many of the cases fall into 
the withdrawal as into the aggressive group. 
This would tend to corroborate the suggestion 
made by Schroeder® that. stuttering appears to 
be characteristic of the sensitive, quiet child, 
rather than of the child with aggressive con- 
duct traits. 


TABLE VIII. 
HANDEDNESS 
Other Speech 
Stutterers Defects 
Seen 39 45 
Peak). See 4 4 
Ambidextrous..... a 3 


It is noted in our figures on ‘‘Handedness”’ 
that in the stutterers about 8 per cent were 
left-handed and 14 per cent ambidextrous. The 
question of handedness in relation to the de- 
velopment of stuttering has received a great 
deal of prominence in the recent literature, and 
the methods that have been used for testing it 
up to the present time would appear to be 
inadequate. The usual methods for testing 
handedness are, noting the hand with which the 
patient writes, uses a pair of scissors to cut 
along an irregular line drawn on a sheet of 
paper, throws an object, receives, ete. Orton 
and Travis® report what would appear to be a 
much more accurate measure in determining 
handedness. They say that when action 
eurrents from both forearms are recorded 
during simultaneous voluntary contraction of 
the digits of the hands, they may appear 
simultaneously in the two arms, but in the 
majority of cases those from one arm precede 
the other. In right-handed, normal speakers, 
the lead comes from the right hand. 

In right-handed stutterers the greater 
number of leads come from the left arm. These 
findings indicate that the stutterer’s native 
physiological lead is often out of harmony with 
the results of his training, and that frequently 
he indicates no lead in either arm. Either con- 
dition would afford a basis for antagonism of 
lead-impulses from the two cerebral hemi- 


spheres, and would therefore result in stutter- 


ing. 
In the treatment of those speech defects that 
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are essentially the result of oral inactivity and 
sound substitution, the important considera- 
tions are the medical or surgical treatment of 
defects in the speech apparatus, such as hare- 
lip, short frenum, cleft-palate, obstructions in 
the nose and throat, improper dental arches, 
malocclusion and auditory defects. If the con- 
dition is due to mental deficiency or serious 
retardation the treatment is essentially one of 
stimulation to develop the child’s capacity for 
repeating correct sounds. Where the environ- 
ment has been such that the child’s wants have 
been so anticipated that there has been no 
occasion or need for the development of spech 
and the use of words, the attitude of the 
parents and the environment in general has to 
be altered so as to create the need for the use 
of words on the part of the child. Tongue, lip 
and palate exercises are also used in order to 
develop adequate methods of articulation and 
the correct production of sounds. 


In the treatment of stuttering the general 
principles of physical hygiene, such as proper 
diet, sufficient exercise, adequate sleep and free- 
dom in general bodily movement should be 
employed. Relaxation exercises are helpful, too, 
in overcoming the general increased muscular 
tension of these patients; and speech exercises, 
such as phonetie drills, especially interpretative 
reading which inspire confidence in the stutterer 
and help to improve his voice, should also be 
employed. Travis lays special emphasis on 
writing and speech exercises which tend towards 
a unification of motor leads. He advises prac- 
tice for the native handedness and discourages 
bimanual activity such as typewriting, piano- 
playing, ete. With such methods Bryngelson 
reports that 42 per cent of 127 patients recovered 
after 16 months’ training. In the general treat- 
ment of this condition, especially where chil- 
dren are concerned, an attempt should be made 
to avoid harsh home discipline; rivalry and 
jealousy between sisters and brothers should be 
modified and eliminated; and the stutterer 
should be helped to develop an objective, im- 
personal attitude towards his stuttering. 

Successful treatment and prevention of these 
speech defects depend essentially on an accur- 
ate knowledge of the physical, mental and social 
factors involved, an understanding of the needs 
of the young child, especially those require- 
"ments which are essential to the normal develop- 


ment of speech, and an application of the prin- 
ciples of mental: hygiene, particularly during 
the early developmental years. Stuttering can 
only be overcome gradually, through consistent 
efforts made over a considerable period of time 
to overcome the fears and emotional difficulties 
which are associated with the speech defect, to 
re-establish normal speech habits, and to enable 
the stutterer to meet adequately not only speech 
situations but also the stress and strain of every- 
day life. All adults who come in contact with 
children, and especially parents and teachers, 
should therefore realize that they can help to 
develop normal speech and prevent defects in 
children under their care. For this purpose 
the following facts should be kept in mind. 

1. Physical defects of the mouth, teeth, tongue, 
nose and throat should be corrected according 
to proper medical advice. 

2. The principles of physical hygiene, such 
as proper food, sufficient sleep, some exercise 
with frequent opportunities for rest and relaxa- 
tion, should be given careful consideration in 
planning the child’s general daily routine. 

3. The child should be encouraged to develop 
the habit of using words correctly, to name ob- 
jects, and especially to ask for things he wants, 
rather than resort to baby talk .or have his 
needs so anticipated that he has no occasion for 
the use of words. 

4. He should be discouraged from imitating 
the stuttering speech of another child or adult, 
since occasionally such imitation leads to the 
development of a serious speech defect. 

5. Left-handed children should be allowed to 
use their hand of preference in the performance 
of any task, especially writing; and a child who 
is predominantly left-handed should not be 
urged to use his right hand, as such a pro- 
cedure interferes with normal speech develop- 
ment and not infrequently proves to be a cause 
of stuttering. 

6. Since stuttering is so often an indication 
of a person’s inability to meet the require- 
ments of the group in which he lives, it is most 
important that the social environment in which 
the child lives should be as free as possible of 
unnecessary excitement, emotional outbursts, 
fears, jealousies, persistent nagging or undue 
harshness, for.such an environment tends to 
undermine a child’s feeling of security and self- 
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confidence, and interferes with his tendency to 
normal self-expression through speech. 
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INCIDENCE OF TUBERCULOSIS OF THE TONSIL 
By T. G. Heaton, M.B., 


Toronto 


‘THE importance of treating foci of non- 
tuberculous infection in patients with chronic 
pulmonary disease is now generally admitted, 
so that the removal of tonsils from patients in 
the sanatorium has become a frequent pro- 
cedure. The present paper concerns the find- 
ings on microscopic examination of tonsils 
secured at 80 consecutive tonsillectomies at the 
Mountain Sanatorium, Hamilton, Ont. 


REVIEW OF LITERATURE 


Morgan’® states that the tonsils are affected 
in nearly all eases of advanced pulmonary tuber- 
culosis. Mullin™ found 10 eases of tonsillar 
tuberculosis in 25 cases known to have pul- 
monary tuberculosis, and thinks that with ad- 
vanced pulmonary disease the tonsils are tuber- 
culous in the majority. Fischer® examined the 
tonsils in 173 cadavers, 161 of whom died of 
tuberculosis; in 73.2 per cent of the cases with 
ulcerative pulmonary tuberculosis the tonsils 
showed tuberculous changes. 

It is usually assumed that in these cases the 
tonsils are infected from contact with bacilli- 
ferous sputum, but there is evidence that the 
tonsil may at times be the primary lesion. 
Fischer noted one case in his post-mortem series 
in which he thought it very probable that the 
disease had started in the tonsil. Oecertel and 
Griot?* report a case of ulcerative tonsillar 
tuberculosis with laryngeal and right apical 
pulmonary lesions in which the sequence of 
clinical events seemed to indicate the tonsil as 
the primary lesion. MacCready and Crowe® 
quote articles by Orth and by Baumgarten in 
which it is stated that feeding experiments had 
resulted in tuberculosis of the tonsils and of 
the cervical lymph glands. Calmette*® states 
that the tubercle bacilli may enter the tonsil 
and be passed on to the cervical lymph glands 
and thence to the tracheo-bronchial lymph 


glands, and so to the lung. MacCready and 
Crowe observed the development of tuberculous 
tracheobronchial adenitis (x-ray diagnosis) fol- 
lowing a tuberculosis of the tonsil diagnosed by 
microscopic section after tonsillectomy. They 
quote Harbitz, who found that cervical lymph 
glands removed soon after death from indi- 
viduals killed in accidents, often contained 
virulent tubercle bacilli, though no gross or 
microscopic evidence of tuberculosis could be 
found in the glands. There is therefore con- 
siderable evidence that the tonsil may not in- 
frequently be the site of primary tuberculous 
infection, and it may even be that tubercle 
bacilli can pass through the tonsil and the 
cervical lymph glands without setting up 
tubercle formation. The finding of tuberculosis 
of the tonsil in the absence of pulmonary tuber- 
culosis suggests that in these cases the tonsillar 
lesion is the primary one, and that the mouth 
is the portal of entry. The incidence of such 
lesions has been variously reported. Good bibli- 
ographies are given by Mitchell,® by MacCready 
and Crowe,® by Wilkinson** and by Weller.% 
The Table below illustrates the variation in the 
figures obtained. 

The reason for the great variations noted in 
this Table lies in the varied opportunities for 
exposure to milk containing tubercle bacilli. 


TABLE I 
Number Number Percentage 
Author of Oases Tuberculous Tuberculous 
Weller13 8,697 204 2.35 
Korne7 73 1 1.4 
Austin1 45 (children) 1 2.2 
Mitchell9 4,934 153 3.1 
(table summarized 
from previous writers) 
Mitchell 100 (children) 12 12.0 
(his own figures) 
MacCready and 
Crowes 3,260 92 2.8 
Wilkinson1+ 10,000 52 0.52 


Mullin11 found 17 cases of tonsillar tuberculosis in 
400 tonsillectomies, but only 5 of these gave no history 
of tuberculosis elsewhere (1 per cent of the series). 
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Thus, Mitchell’s work was done in Edinburgh, 
where he found 20 per cent of samples of the 
local milk supply to contain tubercle bacilli. 
He states that it was not the habit of the people 


to boil or pasteurize their milk. He determined ° 


the type of tubercle bacillus in the tonsil in 
20 of his cases, finding 16 bovine and 4 human 
types. In other series the opportunity for milk- 
borne infection was not so great. Comparison 
of these series is thus an interesting and con- 
vineing feeding experiment and a fine testi- 
monial to the value of pasteurization. 

In practically all the above reported cases it 
was not possible to suspect tuberculosis from 
the gross appearance of the tonsil. The diag- 
nosis had to be made by microscopic examination 
of stained sections, or by animal inoculation. 
A few cases of apparently primary tuberculosis 
have been reported in which surface ulceration 
of the tonsil was present.” 1” ® 4 

What is the importance to the patient of the 
finding of tuberculosis of the tonsil in the 
absence of demonstrable tuberculosis elsewhere ? 
Mullin” thinks that the discovery is of no clini- 
eal importance, but in so saying seems to be 
thinking of the immediate result of operation 
and not of later developments. MacCready and 
Crowe® followed fifty cases in which tubercu- 
losis of the tonsil was discovered, though no 
other clinical tuberculosis was present at the 
time. Forty of these cases were followed for 
five years or more, ten for two years or more. 
The results are tabulated below. 

Thus in 5 cases further clinical tuberculosis 
developed, and in 7 others x-ray evidence of 
continued activity of the tuberculous infection 
was found. The authors feel that by the time 
tuberculosis of the tonsil is discovered it has 
already spread beyond the tonsil and advise 
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against seriously disturbing the life of the pa- 
tient in whom this type of tuberculosis of the 
tonsil is the only tuberculosis found. 
THE PRESENT INVESTIGATION 

One complete longitudinal section of each 
tonsil was prepared by the paraffin section 
method after formalin fixation. Serial sections 
were not made. The hematoxylin-eosin stain 
was used. 

Twenty of the 80 patients were preventorium 
children, classed as follows: 


Number of cases 21; average age 8.8 years; intra- 
cutaneous tuberculin positive 19, negative 2; history of 
human contact present 11, absent or doubtful 10. 


The remaining fifty-nine cases were adults 
diagnosed as pulmonary tuberculosis. The re- 
sults of the examination of the tonsils in the 
two series were: 


Tuberculosis No tuberculosis 


No. of cases of tonsil of tonsil 
Adults 59 13 46 
Preventorium 


children, 21 0 21 


Typical giant cells were found in every case 
diagnosed as tuberculous. The 13 cases with 
tuberculosis of the tonsils were reviewed clini- 
cally with the following result: 


Age from 17 to 35; average 25.5. 

Sex 8 female, 5 male. 

Extent of pulmonary disease—Far advanced in 6, 
moderately advanced in 6, minimal in 1. 

Activity on admission (by N. T. A. classification ).— 
C in 5, B in 3, A in 4, quiescent in 1. 

Result of treatment of pulmonary disease.—Un- 
improved in 2, quiescent in 5, apparently arrested in 6. 

Evidence of pulmonary cavity.—Definite in 9, doubt- 
ful in 2, none in 2. 

Tubercle bacilli in the sputwm.—Proved in 10 cases, 
absent in 3 cases. 

Outcome of tonsillectomy.—No noteworthy sequel in 
any case. 


TABLE IT 


a  ———————————————————— 
——————————— 


Number of Cases Later Tuberculous Disease 


Onset after 
Tonsillectomy 


Age of Patient at Time of 
Tonsillectomy 


OS 


2 Tuberculous cervical 
adenitis 
3 Tuberculous mediastinal 


adenitis (x-ray diagnosis ; 
not clinically ill) 


4 Pulmonary tuberculosis 
(x-ray diagnosis only) 

1 Pulmonary tuberculosis 
(x-ray and clinical) 

2 Bone or joint tuberculosis 





18 months and 27 years and 


3 months 3 years 
respectively 

3 years 

6 months Children 

5 years 

not stated 2 children and 
2 adults 

‘6 é 7 years 

1% years 22 years 

4% years 2 years 











DIscUSsSsION 


The absence of tuberculosis of the tonsils of 
the children, most of whom were thought to have 
tracheobronchial lymph-gland tuberculosis, sug- 
gests that in Hamilton primary tonsillar infec- 
tion must be unusual. Wilkinson’s modern 
figures are in agreement with this impression. 
In Hamilton the milk supply is completely or 
almost completely pasteurized. In the adults, 
tuberculous infection of the tonsil is probably 
due to contact with bacilliferous sputum, be- 
cause the incidence of ‘‘positive’’ sputum and 
pulmonary cavity is-high in this series. It was 
not possible to obtain satisfactory evidence 
of pulmonary infection by the descending 
lymphatic route from the tonsil in any case of 
the series. In one case the finding of. tonsillar 
tuberculosis furnished the best available evi- 
dence as to the p etaanony of a small pulmonary 
lesion. 

Only one case in the present series had tuber- 
culous complications commonly accepted as 
blood-borne (healed spinal tuberculosis . and 
recent periarticular tuberculosis). Blood-borne 
tuberculous infection of the tonsil is a_possi- 
bility theoretically, but must be rare. , 

- The ascending lymphatic route from the lung 
to the tonsil is mentioned as a possible one by 
Weller. One adult in the present series had 
been in sanatorium a year with negative sputum 
(previously positive) before the. onset of an 
acute bilateral tuberculous cervical adenitis 
associated with enlarged tonsils. . Abscesses of 
the cervical glands formed, were incised, and 
healed. Tubercle bacilli were demonstrated in 
the pus. While the adenitis was subsiding, the 
enlarged tonsils were removed. The tonsillar 


PRESENT-DAY TRENDS OF PRIVATE PRACTICE IN THE 





fact that great progress in’ medical science has substi- 
tuted for the family physician a complex system includ- 
ing hospitals, laboratories, technicians, dietitians, nurses, 
and a greatly increased equipment and personnel. He 
believes that the family physician will always be the 
most economic and practically the most satisfactory 
physician for 90 per cent of human ailments. The 
remaining 10 per cent of human ailments require hos- 
pitalization and specialization. Modification of- the 
curriculum or abbreviation will not lead to a greater 
number of general practitioners. The rewards of general 
practice must be made attractive in comparison with the 
rewards of specialization. The general practitioner must 
become increasingly a practitioner of preventive medi- 
cine, and people must learn that preventive medicine is, 
like curative medicine, to be paid for, particularly 
because .it is always worth more than it costs. Or- 
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lesion had everywhere the microscopic appear- 
ance of recent disease. The ascending route 
might be the explanation of the tonsillar infec- 
tion in this case. 


SUMMARY 


The literature on tuberculosis of the tonsil is 
briefly reviewed and a series of 80 tonsillectomies 
in sanatorium and preventorium patients is 
reported and discussed from the point of view 
of mode of infection of the tuberculous tonsil. 
It is felt that tuberculosis of the tonsil is com- 
mon and even usual in advanced pulmonary 
tuberculosis, but that the discovery is here with- 
out significance; that in these eases the tonsil 
is infected as a rule by contact with bacilliferous 
sputum; that primary tuberculosis of the tonsil 
occurs infrequently in communities where the 
milk is pasteurized; that usually there is noth- 
ing in the gross appearance of. the tuberculous 
tonsil to suggest the diagnosis; and that the 
literature suggests that in the absence of other 
demonstrable tubereulosis, the discovery of 
tuberculosis of the tonsil is of some clinical 
importanee. On the latter point more work 
needs to be done and for this purpose routine 
microscopic examination of tonsils removed at 
operation is worth while, 
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ganized medical practice in the form of groups, univer- 
sity clinics, industrial medicine, insurance practice and 
contract practice may have definite fields in medical 
practice. For the good of the public and for the 
advancement of medical science, they should limit them- 
selves to the fields for which they are fitted. People 
must learn to save for sickness as they now save for 
luxuries or in anticipation of death. If the people can- 
not be educated to saving for sickness, voluntary health 
insurance or even compulsory health insurance will 
probably come. The physician in private practice will 
not disappear. Under every compulsory health insurance 
system, and even in Soviet Russia, he persists because 
only a personal physician can function efficiently in a 
vast number of types and cases of diseases. Until 


human bodies and minds are standardized—an anti- 
biological conception—individual mutual responsibilities 
between patient and physician must be maintained.— 
J. Am. M. Ass., 1932, 98: 2039. 
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VEGETAL FOREIGN BODIES IN THE BRONCHI* 


“(Wirt THE Report oF Two CasEs) 


By Davip H. Bauton, M.D., 


Montreal 


F all foreign bodies aspirated into the 

tracheobronchial tree those most acutely 
dangerous to life are the vegetal, (peanut 
kernels, beans, peas, seeds,:ete.). They produce 
violent inflammatory Teactiqng. and, manifesta- 
tions of a rapidly progressing, toxemia and 
asphyxia. These foreign bodies tend to swell 
and to produce swelling of the mucous mem- 
brane. The inflamed mucous membrane pours 
out large quantities of tenacious secretion which 
overwhelm the patient and inhibit.,the. cough 
reflex, A sjmilar, reaction may be observed in 
the cesophagus. when a peanut becomes arrested 
at the ericoid constriction. 

The signs and symptoms ‘will vary with the 
degree of inflammatory reaction and: the’ size 
of the foreign body. They: will: also. be ide- 
pendent upon the degree to which the lumen 
of the affected bronchus or. bronchi is occluded. 
The lungs in such a case may, therefore, exhibit 
areas of atelectasis and emphysema early. If a 
bronchus is completely obstructed: then one may 
expect massive atelectasis and pulling over of 
the mediastinal contents to the affected side. 
On other occasions unilateral obstructive em- 
physema may predominate and then the medi- 
astinal contents are displaced to ,the non- 
affected side. Multiple abscesses of the lung 
and bronchiectasis may develop later, even 
though the foreign body may have been re- 
moved. It is, therefore, necessary to remove 
vegetal foreign bodies soon after they are aspir- 
ated for two reasons:— (1) because they may 
cause death in a very short: time;.and (2). be- 
cause the longer they are allowed, to, remain, 
the more irreparable may be the damage to the 
lungs. It is well to remember, too, that the 
consequences are by no means limited to the 
pulmonary parenchyma beyond’ the foreign 
body. Peanut oil, for example, may call forth 
a severe reaction which, as already noted, may 
involve the entire bronchial tree. 


* From the Bronchoscopic 


Clinie of the Royal 
Victoria Hospital, Montreal. 





It becomes obvious from the above that treat- 
ment does not always consist in merely remov- 
ing the foreign body. Equally important in 
certain cases is the bronchoscopic aspiration of 
secretions. It may be necessary to repeat the 
latter procedure several times. If there is much 
subglottic edema then it may be necessary to 
perform a tracheotomy. Only once have I had 
oceasion to perform a tracheotomy following 
the removal of a foreign body from the 
bronchial tree. It concerned a 13 months’ old 
child who had aspirated several pieces of apple. 
One piece was removed from the trachea, and 
others from. the left main bronchus. ‘Shortly 
after these foreign bodies were removed. the 
child died from what appeared to be an over- 
whelming toxemia. 

Two typical cases are now recorded. 


CASE 1. PEANUT IN THE RicgHt MAIN BRONCHUS 


H. J., male, aged 22 months, was referred to me by 
Dr. Wilder Penfield on April 21, 1930. The following 
history was obtained. The child had been observed to 
aspirate half a peanut. This was followed by con- 
siderable respiratory distress. Dr. Penfield was called 
in to see the child and immediately recommended that 
he be brought to Montreal, a distance of about 80 miles. 
While on the way, the child had a spasm of coughing 
and the distressing symptems seemed to subside. He was 
consequently left in charge of a physician some miles 
from Montreal. He developed symptoms of broncho- 
pneumonia the following day, and was therefore brought 
to Montreal the same evening, when he was admitted to 
the Royal Victoria Hospital. 


Physical examination showed a , Pale, very restless 
child with a temperature of 103.2°, pulse 140. The 
respiratory rate was 50. Dr. Graham Ross examined the 
child and found diminished expansion of the right chest; 
here the percussion note was hyperresonant. The breath 
sounds were absent over the lower half of the right 
chest, anteriorly and posteriorly. The breath sounds 
over the right upper lobe were tubular in character. 
I carried out a direct bronchoscopic examination without 
any anesthesia the same evening, April 21st. The 
bronchoscopic findings were at first merely considerable 
mucopus in the right lower bronchus. After aspirating 
the secretions, however, the peanut became visible. It 
was found almost completely blocking the entire right 
main bronchus. It was very friable and was removed 
morcellement. 


During the following week the child continued to 
run a temperature up to 102°. Another bronchoscopic 
examination, carried out on May Ist, revealed a prac- 
tically normal bronchial tree. The patient was dis- 


charged the following day and has since been well. 
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CasE 2. PEA IN THF LEFT LOWER BRONCHUS 


J. L., male, aged 13 years, was sent by Dr. H. S. 
Shaw to Dr. H. 8. Birkett, who kindly referred the 
case to me. 


This patient had had a bag of peas in his right 
coat pocket and was drawing them up through a pea 
shooter when he suddenly aspirated one. This was 
immediately followed by cough and pain in the left 
lower chest. During the following three days these 
symptoms were aggravated and he became restless, 
drowsy, and feverish, He was then admitted to the 
hospital with a temperature of 102.4°, pulse of 110; 
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and respirations 30 to the minute. The respirations were 
rapid and shallow; deep breathing caused a sharp, dry 
cough; the sputum was scanty and odourless. Dr. 
Meakins reported that the signs in the lungs were very 
indefinite but indicated some lack of aeration in the 
left base. The x-ray report suggested a pneumonic 
condition at, the left base. 

I did a direct bronchoscopy (No. 8-1/2 Kahler- 
Leiter bronchoscope) under light local anesthesia. On 
entering the left lower bronchus a pea became visible. 
It was removed morcellement. The patient’s temperature 
promptly returned to normal and he was discharged in 
5 days free from cough and expectoration. 


WITH ESPECIAL REFERENCE TO POLYVALENT 


HE object of this paper is to describe in 
detail the more or less successful manage- 
ment of cases of gas-gangrene observed for the 
past year and one-half in our emergency surgi- 
cal service. 

The abundance of literature on gas-gangrene 
shows the widespread interest in this affection, 
particularly in regard to its clinical course and 
the various treatments applied to control its 
spread. However, in spite of excellent reviews 
in the medical literature on this subject and 
accurate descriptions of the symptomatology and 
the pathology in the various modern text-books 
of surgery, the treatment described is inadequate 
and fragmentary. An unbiased judgment of 
the results following the methods in vogue will 
concede that the treatment is sufficiently chaotic 
to justify a careful review of the salient fea- 
tures of this subject. The treatment outlined 
in this paper is by no means original, but is 
very much simplified. But before we proceed 
to the details of management, let us briefly 
review our knowledge of this disease. 

Gas-gangrene is a ‘‘serious infectious disease 
characterized by a local widespread serous and 
emphysematous phlegmonous inflammation, fre- 
‘quently associated with gangrene and general 
symptoms of profound toxemia.’’ The termino- 
logy, ‘‘spreading traumatic gangrene’’, as 
given in the older text-books of surgery, is a 


* From the Surgical Service of the Norwalk General 
Hospital, Norwalk, Conn., U.S.A. 
Read before the Norwalk Medico-Surgical Associa- 
tion, May 12, 1931. 





ANTITOXIN TREATMENT* 
By M. Wiseserc, M.D., C.M., 


Montreal 





very accurate one, for no other gangrene 
spreads so rapidly, and no other type requires 
such urgent recognition and treatment as this. 


PATHOLOGY 


‘‘Three classes of wounds are especially pre- 
disposed to gas-gangrene; crushes with breach 
of surface continuity, punctures with much 
blood extravasation, and laceration with much 
hopelessly damaged tissue. Crushed wounds, 
particularly in sufferers from compound frac- 
tures, are more prone to develop gas-gangrene 
than others. In addition, wounds containing 
foreign bodies, soil, bits of clothing, etec., are ex- 
tremely dangerous. From a clinical and histo- 
logical study Wallace asserts that gas-gangrene 
is first of all and chiefly a disease of muscle. The 
lesion in its early stages is a longitudinal one, 
running up and down the injured muscle. The 
bacteria develop in the necrotic tissue and spread 
with great rapidity along the muscle bundles. 
The gas formed in the dead tissue causes further 
destruction, through stoppage of the capillary 
circulation, either by gas emboli or by pressure, 
being retained by the fascial planes of the 
muscles. 


DIAGNOSIS 


If we remember that every crushed or 
lacerated wound, especially one that is con- 
taminated with foreign bodies, is a potential 
source for gas-gangrene, recognition of this dis- 
ease will remain easy. It is delay that plays 
havoe with the patient. Late signs and symp- 
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toms are always obvious. Failure to look at the 
dressed wound several hours afterwards will 
often bring the attending surgeon face to face 
with the startling facts of advanced gangrene. 

Scientific surgery begins with the early 
recognition of the advancing disease and is 
facilitated to-day by the laboratory aid easily 
available in nearly every up-to-date hospital. 
In a study of 5 cases reported here, only one 
(Case 1) was unrecognized until the classical 
signs and symptoms had set in. In the other 4 
eases, early recognition helped us to deal more 
effectively with them. A brief survey of these 
cases reveals the following: sudden high temper- 
ature, reaching 104° F. within the first twelve 
to twenty hours, (Cases 1, 2 and 4), or tempera- 
ture mounting a degree or two every successive 
day (Cases 3 and 5); rapid pulse; and, in 
younger persons, very rapid respiration. Pain 
is intense and excruciating, corresponding to 
the rise of the temperature. A toxic appear- 
ance of the patient and gangrene of the 
lacerated skin and a coppery hue over the 
pressure surfaces near the wound are early 
manifestations. An unusual foul, typical odour 
can be easily detected at a great distance from 
the patient, even in the early stages of the 
disease. There is the unhealthy appearance 
(dirty brown, unduly soft and erepitant) of 
the edges of the wound. There is also a pro- 
fuse, easily expressed, foul discharge, mixed 
with bubbles of air, soon seen when the dress- 
ing is removed. The coppery skin easily strips 
along the longitudinal fascial plane of the 
adjacent muscles without bleeding. Crepitation 
of the skin in the affected portion of the limb 
is usually present. Bacteriological smears re- 
veal the presence of gas bacilli. The x-rays 
helped us in one case (Case 4) by indicating 
the presence of bubbles of gas. 


PROPHYLAXIS AND TREATMENT 


We have already mentioned that in gas- 
gangrene we are dealing primarily with 
mechanical injury to one or more limbs, crush- 
ing of the tissues, effusion of blood, and possible 
fracture of bone. Organisms are introduced 
into the wound which destroy the tissues, and 
prepare the way for the gas-gangrene bacteria. 
Hence the disease begins, not when a wound 
has become infected with the pathogenic 
anerobes but from the moment when a group 
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of these bacteria have been enabled to surround 
themselves with a toxin sufficiently concen- 
trated to abolish the local defences of the 
tissues. Once this has occurred, the organisms 
multiply, produce more toxin, and rapidly in- 
vade the tissues. 

By the end of the late war gas-gangrene had 
ceased to be of more than of minor importance, 
for the simple reason that antitoxin and anti- 
bacterial sera were prepared against B. Welchii, 
B. septique and B. edematiens. Weinberg and 
Sequin injected 10 to 30 cc. of a mixture of 
two or of all three of the sera, prophylactically, 
into soldiers with serious wounds, 5 to 18 hours 
after the receipt of the injury. The therapeutic 
doses recommended are 90 to 100 ¢.c. of mixed 
serum given locally, subcutaneously, intra- 
muscularly or intravenously. They also recom- 
mended that the injections should be repeated 
every day, or even more frequently. In cases 
of advanced toxemia they injected large 
quantities of specific antitoxic serum. Larson 
and Pulford gave their cases serum both intra- 
venously and locally. They used 50 c.e. daily 
and they stated that ‘‘No patient received 
more than a total of 1,000 ¢.c. of the serum’’. 
The treatment, as observed in our cases (see 
the case reports) falls into three groups: 

1. All measures adopted in dealing with the 
wound should be aseptically carried out, pre- 
ferably under general anesthesia. 

2. Watch the patient carefully for the next 
eight to twelve hours. Should there be the 
slightest suspicion of impending gas-gangrene, 
the serum (polyvalent gas-gangrene antitoxin), 
plus tetanus antitoxin, is administered. The 
injections are usually given intramuscularly and 
in the non-affected limb. We find that absorp- 
tion of the serum is rapid enough to control the 
further spread of gas-gangrene, and, secondly, 
we obviate further damage to the muscles on the 
same side. The subcutaneous route is never 
advisable, for the amount to be injected is fairly 
large and the absorption is least under this 
method. Let us remember that in this disease 
we are dealing not only with local death en 


masse but also with a general toxemia. Hence 
all measures are directed against the toxins 
circulating in the body, on the same rational 
Our 


largest dose given at one time was 50 e.c. (Case 


principle as, for example, in diphtheria. 
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1); the maximum amount of the total dose did 
not exceed 88 c.c. 

3. Relieve the skin of all tension by the re- 
moval of all previously inserted sutures. If 
this is not done, the part of the skin under 
tension sloughs off. Wide exposure to the air 
of the wound, which is bathed freely with 
peroxide and borie acid solutions at least every 
two hours, should be practised. We find that 
free, gentle irrigation, done with the least 
possible pressure on the wound, with the above 
solutions is the best method of irrigating. The 
solutions, too, are the best and the cheapest. 

4. General symptomatic support is freely 
given. 

On no oceasion was a blood transfusion 
necessary. And only in one case was a limb 
(leg) lost, and that was due largely to the 
stoppage of the circulation in that leg due to 
the accident and not to the gas-gangrene. 

These measures have proved to be simple, 
highly efficacious and inexpensive to the 
patient. They have proved, beyond any doubt, 
life-saving in every case. 

In conclusion, we recommend that the pro- 
phylactice dose in, an adult be 25 ¢.c., in a child 
under 10, 15 e.c. The therapeutic dose is 25 to 
30 ¢.c. daily, intramuscularly or intravenously, 
the maximum amount not to exceed 90 cc. 
There should be, also, free drainage, free 
irrigation and wide exposure of all lacerated 
parts. 

Five cases in all were treated successfully. 
Three of them, being typical of the group, are 
reported in detail. 


CASE 1 


M. W., a girl, aged 5, was admitted November 2, 
1929, because of shock and profuse bleeding from the 
right leg and right side of the forehead. She had been 
run over by an automobile, receiving deep laceration of 
the forehead, abrasion of the skin of the arm, and a 
possible fracture of the right humerus, with complete 
separation of the skin of the right lower leg from the 
knee down. The tear was diagonal, extending from the 
level of the knee joint to about three or four inches 
downward, exposing all the soft tissues underneath. 
The gastrocnemius was widely exposed in its upper 
border and some of its fibres were torn across and badly 
damaged. There was bleeding from the right leg and 
from the forehead. The rest of the examination was 
negative. Under general anesthesia debridement of the 
right leg and suturing of the skin was done, as well as 
the treatment of the other wounds. Fifteen hundred 
units of tetanus antitoxin were given. 


Clinical cowrse.—On admission the temperature was 
101°, rising to 103-104°, and remained at the same level 
for the next 24 hours; respirations between 20 and 50. 
The child complained of severe pain in the right leg and 
was very restless. At the end of about 30 to 36 hours 
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her right leg was noticed to be black, and much swollen, 
the swelling extending as far as the foot, where the 
colour was copper-like. Between the knee-joint and the 
dorsum of the foot, there were large blebs about the 
size of a fifty-cent piece, some ruptured, while others 
were crepitant. The odour from the leg was very foul. 

All sutures were immediately removed in order to 
relieve tension of the skin above and below the knee 
joint. Longitudinal incisions on the skin of the leg as 
far as the ankle were made, and the underlying tissues 
widely exposed. Peroxide and boric acid baths were 
freely given and very light dressings applied. With the 
recognition of gas-gangrene setting in so widely, 50 c.c. 
of anerobic serum were given intramuscularly into the 
left buttock. Three days after admission to the hospital 
the temperature dropped to 101°, and since then the 
child improved steadily and made a perfect reeovery. 


CASE 2 


J. G., a boy, aged 16, was admitted on January 15, 
1930. He was bleeding profusely from the right knee- 
joint, and complained of severe pain in the right leg. 
The injuries were sustained in an automobile accident, 
and were so severe that the patient was in shock on 
admission. 


Examination of the local condition revealed a 
triangular deep laceration of the antero-medial aspect ef 
the right knee-joint, the lacerated parts extending as far 
as the lower half of the leg. The base of the triangle 
was situated in the upper margin of the knee-joint and 
was about five inches wide. The skin was widely 
separated and the underlying tissues were bleeding pro- 
fusely. Fragments of the inner condyle of the femur 
were found lying within the wound. In addition, the 
patient had a small laceration of the skin of the right 
thigh about five inches below the great trochanter. 


Because of the extensive injuries to the knee-joint, 
the patient was taken to the operating room, where, 
under general anesthesia, the wound was explored, 
cleansed, and the skin edges loosely approximated. 


Clinical cowrse.—The temperature on admission was 
101°. Within the next twelve hours it rose to 105°. 
The pulse ranged between 100 and 130; respirations, 
24 to 45. On January 16th, while making early rounds, 
the typical gas-gangrene odour was detected from the 
right leg. Examination of the leg revealed a coppery 
hue over the entire lower limb, and below the thigh 
where pressure was most marked. However, the swelling 
was not very bad. On gentle pressure air bubbles were 
expressed, with profuse foul brownish discharge. Im- 
mediate bacteriological examination of the pus, which 
was thin and dirty brown, showed B. Welchit and 
staphylococci. 


The surgeon in charge of the case was inclined to 
give radical treatment, but after discussion he decided 
to watch the effects of serotherapy. Ten c.c. of serum 
were given, following desensitization, and then 14 c.c. 
intramuscularly in the left buttock. In addition, wide 
and open drainage of both wounds was established and 
they were bathed with peroxide and boric acid solutions. 
Light dressings were applied and changed every four 
hours. On the next day additional 30 c.c. of the same 
anerobic serum were given intramuscularly and 20 c.c. 
intravenously. The patient showed marked improvement. 
A gradual disappearance of the coppery hue from the 
leg and thigh was noted. On January 21st, six days 
after admission, the note made was: ‘‘Temperature 
101°; pulse 100; respirations 18. Marked improvement, 
both generally and locally. There is less discharge and 
the odour is not so bad.’’ 

On January 24th, another 20 c.c. of the same 
anerobic serum was given. No anaphylactic reaction 
followed at any time. A serum rash which had ap- 
peared by this time was easily controlled by small doses 
of adrenalin. The patient made an uneventful recovery. 
Bony ankylosis took place in the right knee joint. Bour 
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months later the patient was discharged, walking. The 
total amount of serum given was 74 c.c. 


CASE 3 


J. B., male, aged 56, was admitted because of pain 
and swelling in the right leg, bleeding from the right 
thigh, and inability to walk. At 4 p.m. November 19th, 
his right thigh had been jammed between the rear of a 
truck and a wall of bags of lime. After extrication of 
the leg he pulled off his overalls and noticed slight 
bleeding from the anterior aspect of the right thigh, 
two to three inches above the knee-joint. He was given 
first aid by a physician whom he saw within one-half 
hour after the accident. In the emergency room the 
patient complained of severe pain in the right popliteal 
space and numbness in the foot, stating he could not 
bear any weight on the leg. Examination revealed him 
to be in fair general condition. 


The right thigh in the lower third was enormously 
swollen, particularly in the popliteal space, where the 
swelling seemed to spread downward over the calf. 
About four inches above .and in front of the knee-joint 
there was some oozing of blood from a punctured wound. 
The patient was unable to move his toes, ankle or foot 
because of excruciating pain in the calf and numbness 
in the whole leg. There was no distortion of alignment. 
On palpation, the whole leg and foot were cold as com- 
pared with the left ome. The foot was cyanotic and 
there was complete anesthesia of the dorsum and plantar 
surface of the foot as far as the ankle. No pulsation 
felt in the anterior or posterior tibial arteries. The con- 
sulting surgeon who saw the patient about three hours 
later found that cyanosis had disappeared and the foot 
was surprisingly warm. Hence a chance was given to 
the patient and, amputation, which was deemed in- 
evitable on admission, was not undertaken. Fifteen 
hundred units of tetanus antitoxin were given at once. 

Clinical course.—The temperature began to rise 
gradually, steplike in character, from 100°, on admission, 
to 104° on the 7th day. The pulse was not variable and 
respiration was normal. The patient began to complain 
of increasingly intense pain in the right calf and in the 
right popliteal space. The foot remained warm all the 
time. On November 26th, about 7 days after admission, 
it was discovered that the foot and leg were cold as 
high as three inches below the knee joint. There was a 
definite line of demarkation between the cold and warm 
parts. No bad odour or any discharge could be found. 
The skin over the cold area turned black and stripped 


PREVENTIVE MEDICINE IN GENERAL MEDICAL PRAC- 
TICE.—Roger I. Lee believes that it is in the field of 
intensely personal relation of doctor and patient that 
offers the best fruits of endeavours for preventive 
:aedicine. The feats of public health in the mass are 
now accomplished achievements, and they have been 
“reat. But the prevention of the present great scourges, 


sich as degenerative heart disease, arteriosclerosis and . 


“2rvous instability, lies apparently largely in individual 
ygiene. With the present knowledge and equipment, 
he prevention of venereal disease and of most infections 
of the upper respiratory tract and the control of cancer 
“pend largely on the personal attitude of the individual 
“itient. This personal attitude of the patient is best 
«veloped by the continuous close relation of doctor and 
patient. Doubtless many lay people learn much from 
voiding, lectures, radio talks and the like. But not 
-frequently this so-called education needs control and 
t._ting in personal interviews between patient and doctor. 





with ease. Gentle pressure upon the knee and lower third 
of the thigh revealed crepitation. The onset of gas- 
gangrene was suspected. Immediate x-raying of this 
limb showed, beyond any doubt, the presence of gangrene 
of this leg, as high as the upper one-half of the thigh. 
Amputation was done at once of the right thigh as high 
as its upper third. Before amputation was undertaken, 
longitudinal incisions were made into the skin and 
muscles of cold area. No bleeding was noticed. The 
muscles looked like broiled steak. After amputation, 
the popliteal artery was dissected and found to contain 
a thrombus, and fresh thrombi were present in the upper 
margins of the anterior and posterior tibial arteries for 
a distance of about four to five inches showing con- 
clusive evidence of gradual obliteration of the circulation 
of the right leg. 

Five c.c. of anerobie serum were given intravenously 
just prior to the operation, and when the patient re- 
covered full consciousness 20 c.c. of the same serum was 
given intravenously and 20 ¢.c. intramuscularly. The 
amputated area was treated as an open wound and well 
irrigated with peroxide and boric acid, 50-50 in strength, 
as often as possible. It was noted too on the day of 
operation that the upper parts of the thigh had the 
usual copper hue, extending high up, as far as the upper 
margin of the right iliac crest. Next day another 25 c.c. 
of the same serum were given intramuscularly in the 
right buttock. 

On November 28th, marked improvement was noted, 
both in the general and local conditions. An additional 
18 ¢.c. of serum were given into the right buttock. The 
total amount of serum given was 88 c.c. From that day 
on patient headed towards complete recovery. Three 
months later he was discharged cured. 


SUMMARY 


Five cases of gas-gangrene were seen, three 
of which are reported; all were saved, prin- 
cipally by means of serotherapy. 

The prophylactic dose varies in children and 
in adults; from 10 to 15 ¢.e. in the former and 
25 ¢.e. in the latter. 

The use of a rational amount of serum is 
urged. The maximum total dose should not 
exceed 80 to 90 c.c. 


It is, then, in this field of personal or private living and 
environment that one looks to see the advances of 
preventive medicine, and here the general practice of 
medicine must play an important part. It must from its 
knowledge, investigations and experiments give more 
information concerning the effect of the various habits 
and environments on the maintenance and betterment 
of health. It must put into the actual practice of 
medicine all this information. Personally, the author 
feels that this is the duty and prerogative not of another 
specialist, but of the general practitioner or internist. 
Just as the occasional superspecialist in heart disease, 
blood disease, diabetes or gastric ulcer may be useful, 
perhaps an occasional specialist in exercise, dietetics, 
recreation and the like may be advantageous, but it is 
to be hoped they will not be many. The general prac- 
titioner or internist is entirely competent to deal with 
this most important aspect of preventive medicine.— 
J. Am. M. Ass., 1932, 98: 2038. 





HISTOLOGICALLY, the granuloma pyogeni- 

cum (or botryomycoma) shows itself in the 
form of an outgrowth of skin, and clinically, as 
a small tumour of varying size. This condition 
is inflammatory and due to pyogenic cocci. It 
usually follows a puncture of the skin or a slight 
excoriation, with which is associated some degree 
of suppuration. A papule appears which grad- 
ually inereases in size. At this stage the papule 
is soft; it bleeds easily, and is either covered 
with a scab or is bright red in colour. The 
surface which is not covered by the epidermis 
may be either smooth or granular, like a rasp- 
berry ; its base may be strangulated or peduncu- 
lated. The lesion may be the size of a pea or 
as large as a cherry. 

The growth may occur at all ages and in 
both sexes; and may be found at various points 
on the skin or the mucous membranes. The con- 
dition may be of long duration and cause much 
discomfort. In the case of elderly people with 
whom cancer is an obsession it gives rise to grave 
fears, particularly when it appears on the lips 
or on the mucous membrane of the mouth. 

Various forms of treatment have been sug- 
gested: surgical, medical, physiotherapeutical, 
and even intravenous injections of salvarsan 
(Pouzin). Let us review these briefly. 

Chemical caustics (Vienna paste, strong acids, 
ete.) bring about necrosis of the surface strata 
only; they require repeated and painful appli- 
cation, and injure the adjacent healthy skin, 
leaving a large scar. 

Curettage alone is, in general, ineffectual if 
it is not immediately succeeded by other meas- 
ures—chemical or physical cautery, irradiation. 

Surgical removal calls for extended and deep 
ablation so as not to cut into the infected part. 
In spite of this precaution, union is rarely by 
first intention, or else there is a relapse which 
ealls for further surgical procedure, the results 
of which are often no more successful than were 
those of the previous operation. A conspicuous 
sear will remain. 
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The galvano- or thermo-cautery is open to the 
same criticism as is the chemical cautery—re- 
peated and painful treatments, a visible scar. 

Electro-dessication (Andrews), or, better, 
electro-coagulation, if given in a massive dose 
sufficient to destroy the granuloma in one treat- 
ment. Healing is slow, however, and often the 
sear is prominent. 

Ultra-violet rays (Civate and Charpy) do not 
penetrate sufficiently to destroy this tumour 
which is somewhat deeply implanted. This 
method requires several treatments if results 
are to be secured. We have treated 3 cases 
with the Kromayer lamp (quartz compressor, 
ten-minute exposure) unsuccessfully. 

X-ray (Dubreuil, MacKee) and radium have 
given the best results. We use the former for 
areas which are readily accessible (skin and 
orifices), reserving the radium for the body 
cavities. 

For the x-rays, our constant is: industrial 


transformer, rectifier, Coolidge tube. Tension: 
100 kilovolts. Intensity: 2 milliampéres. Dis- 


tance, target-skin: 20 centimetres. No filter. 
Time, 3 minutes and 45 seconds give 5 H. Dose: 
from 15 to 20 H (unfiltered). 

We have sometimes used radium in the form 
of radium-puncture: 5-milligram needle, one- 
half millimetre wall of chromium-iron (permit- 
ting the penetration of approximately 17 per 
cent of beta-rays). The needle is left in place 
from 2 to 5 hours, according to the size of the 
lesion. Most frequently we have used surface 
applications with a 10-milligram plate. If the 
tumour is slight, the plate, covered with rubber, 
is applied for 2 hours. If the neoplasm is ex- 
tensive (size of a strawberry or cherry), we 
filter with 2 millimetres of copper, covered with 
rubber, and apply for 15 hours. 

Where it is possible to do so (skin and 
orifices), the pedicle of the granuloma is closely 
surrounded by two sheets of lead, each forming 
a semi-lunar notch, which, when brought to- 
gether, constrict the base and leave the tumour 
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projecting and exposed. In this way, the granu- 
loma and its pedicle alone are irradiated, and 
the adjacent sound skin shows no resulting reac- 
tion. Following the irradiation (whether by 
x-ray or by radium), dry dressings and daily 
cleansing with physiological salt solution are 
prescribed. We recommend these although we 
are not entirely convinced as to their necessity, 
since we have seen 5 extremely dirty. cases heal 
quite as quickly as others which were kept 
serupulously clean. 

Towards the end of the week following treat- 
ment, in all our patients, we have noted that 
the tumour shrivelled, gradually dried up, be- 
came flat in appearance, and finally, in five or 
six weeks, was reabsorbed. There remains only 
a punctiform scar at the point of attachment 
of the pedicle. This scar, whitish in colour and 
flat, is scarcely noticeable, and is much less ap- 
parent than are those resulting from other forms 
of treatment. From an esthetic standpoint this 
is important when it is one of the exposed por- 
tions of the body which is affected. 

It has never been necessary, in our cases, to 
repeat the dose. Progress has been uniformly 
satisfactory, and there has been no recurrence 
with the technique and the dose employed. As 
regards the rapidity of cure and the ensuing 
sear, we have not observed any difference be- 
tween the treatment by x-ray or by radium. 

The following is a summary of observations 
on 15 patients with granuloma pyogenicum 
whom we have treated since May, 1928. The 
first 9 of these were cases from the Dermatology 
and Syphilology Clinie at the Notre Dame Hos- 
pital, Montreal. 


CASE 1 


H. F., 12 years, May 7, 1928. (File No. 58 of the 
Dermatology and Syphilology Clinic). Granuloma pyo- 
genicum, palmar surface of the left thumb, dating 5 
months back, the size of a strawberry. X-ray: 20 H 
(unfiltered). Cure in 5 weeks. 


CASE 2 


D. R., 29 years, September 25, 1928. (File No. 409). 
Granuloma pyogenicum on the inner surface of the right 
wrist, dating 3 months back, the size of a cherry. 
Galvano-cautery. Recurrence, November, 1928. X-ray: 
20 H (unfiltered). Cure in 6 weeks. A scar the size of 
a ten-cent piece resulted from the cauterization. 


CASE 3 


G. P., 45 years, December 24, 1928. (File No. 680). 
Granuloma pyogenicum on the lateral surface of the 
fourth finger of the right hand, dating 2 months back, 
the size of a large pea. Four treatments with Kromayer 
lamp; no improvement. X-ray: 15 H (unfiltered). Cure 
in 4 weeks. 
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CASE 4 
L. M., 24 years, March 20, 1929. (File No. 859). 
Granuloma pyogenicum on the right cheek near the 
corner of the lip dating 3 weeks back, the size of a bean. 
X-ray: 15 H (unfiltered). Cure in 4 weeks. 


CASE 5 ° 
H. I., 16 years, March 6, 1930. (File No. 1710). 
Granuloma pyogenicum on the left thumb, distal ex- 
tremity, palmar surface, dating 2 months back, the size 


of a bean. Five treatments with Kromayer lamp; no 
improvement. X-ray: 15 H (unfiltered). Cure in 5 
weeks. 


CASE 6 
D. A., 14 years, April 17, 1930. (File No. 1798). 
Granuloma pyogenicum on the inner surface of the lower 
lip, dating 3 months back, the size of a small pea. Deep 
electro-dessication; cure in 5 weeks, with a slightly 
raised scar, the size of a bean. 


CASE 7 


D. L., 15 years, December 19, 1930. (File No. 
2403). Granuloma pyogenicum on the inner surface of 
right cheek adjoining the corner of the lip, dating 1 
month back, the size of a large cherry. Electro- 
coagulation; recurrence in 3 weeks, the size of a bean. 
Surface application of radium, 10 milligrams, filtered on 
rubber, 2 hours; a cure in 5 weeks. A fairly large scar 
resulted. 


CASE 8 
St. O. L., 19 years, February 12, 1931. (File No. 
2550). Granuloma pyogenicum on the lower lip at its 
outer edge, dating 2 months back, the size of a cherry. 
It was treated in the city, without result, by high- 
frequency spark. X-ray: 20 H (unfiltered); cured in 
6 weeks. 


CASE 9 
R. 8., 11 years, August 4, 1931. (File No. 3234). 
Granuloma pyogenicum on the palmar surface of right 
hand, dating 2 months back, the size of a large cherry. 
Four treatments with Kromayer lamp; no improvement. 
X-rays: 20 H (unfiltered) ; cure in 6 weeks. 


CasE 10 
R. L., 37 years, August, 1927. Granuloma pyo- 
genicum on the lower lip, dating 3 months back, the size 
of a strawberry. Received numerous caustic applications. 
Radium-puncture, 5 milligrams for 5 hours; cure in 
5 weeks. 


CASE 11 


Dr. DeS., 40 years, September, 1929. Granuloma 
pyogenicum on the base of the right thumb, dating 3 
weeks back, the size of a pea. X-ray: 15 H (unfiltered) ; 
cure in 4 weeks. 


CASE 12 


A. L., 18 years, October, 1929. Granuloma pyo- 
genicum on the inner edge of the upper lip, dating 1 
month back, the size of a bean. Surface application of 
radium, 10 milligrams; filtration on rubber for 3 hours; 
cure in 5 weeks. 


CASE 13 


A. B., 20 years, February, 1930. Granuloma pyo- 
genicum on the lower edge of the entrance to the right 
ear, dating 2 months back, the size of a cherry. Surface 
application of radium, 10 milligrams; filtration on 2 
millimetres of copper for 15 hours; cure in 6 weeks. 


CASE 14 
L. P., 47 years, November, 1930. Granuloma pyo- 
genicum on the tip of the chin, dating 6 months back, 
the size of a big bean. The galvano-cautery was applied 
superficially several times. X-ray: 20 H (unfiltered) ; 
cure in 5 weeks. 
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CaASsE 15 


O. F., 30 years, March 1931. Granuloma pyo- 
genicum at the right corner of the mouth, dating 4 
months back, the size of a strawberry. Surface applica- 
tion of radium, 10 milligrams; filtration, 2 milligrams of 
copper for 15 hours; cure in 5 weeks. 


SUMMARY 


To sum up, the 14 cases of granuloma which 
we treated by irradiation were cured by one 


massive irradiation; those which had not been 
treated previously had only a barely visible sear. 

The treatment is painless, gives rise to no un- 
pleasant sequel, and offers cure in 6 weeks or 
less. 

We believe that the best treatment for granu- 
loma pyogenicum is radiotherapy by x-ray or 
radium. 


Case Reports 


A CASE OF ENCEPHALITIS 
COMPLICATING VARICELLA 


By F. M. Fry, M.D., 


Montreal 


The subject of the following case report con- 
sulted me two and a half weeks after the onset 
of the disease and to that extent my records 
must therefore be incomplete. 

Complaints.—S. F., female, 10 years old, on 
January 3, 1930, came complaining of crooked 
face and weakness of right arm and leg. 

History of illness—Two and one-half weeks 
previously, in the first week of a profuse erup- 
tion of chicken-pox, while sitting on a chair, 
she suddenly complained of dizziness, with dim- 
ness of vision in the right eye, and at once fell 
off the chair quite unconscious. She remained 
‘fasleep’’ three days, showing twitching about 
left eye and fingers, while the face was drawn 
to the left and the right arm and leg were 
moved much less than the left. On recovering 
consciousness her face remained crooked; she 
would not use her right arm even for feeding 
herself, and she limped. All these signs per- 
sisted until consulting the writer two weeks 
later. 

Personal history.—She was a large, full term 
baby, delivered without instruments, and had 
no serious trouble with nutrition or disease at 
any time; no nervous diseases, no chorea, no 
contagious diseases. She was bright at school, 
always ranking high. 

Family history.—A sister had varicella at the 
same time, without complications. No nervous 
disease in the parents (Jewish). 

Present condition.—January 3, 1930. The pa- 
tient was a robust girl, 12 lbs. over normal 
weight -(80 lbs.), of normal height (52 inches), 


of large frame, with big muscles, and was rather 
fat; her muscular tone and colour were good. 
Physical examination.—She had a very obvi- 
ous paralysis in the right side of the face, which 
hung immobile and without any folds in the 
skin, while the left side moved normally in 
voluntary action or under emotion, and the skin 
was unusually deeply creased. The upper por- 
tion of the right side of the face was normal, 
however, wrinkling of the forehead and frown- 
ing being well and symmetrically done. The right 
arm hung flaccid by the side, while all ordinary 
efforts, such as feeding herself, were made with 
the left arm, though she was always ‘‘right- 
handed.’’ Flexion and extension at all joints 
of the right arm were very feeble when com- 
pared with the left. The same was true of the 
right leg which dragged a bit in walking, the 
pelvis being elevated on the right to allow the 
‘‘drop foot’’ to clear the ground. Various 
measurements of both extremities showed no 
atrophy. Sensation to touch and to pain was 
normal throughout. The reflexes, superficial 
and deep, were all present and not exaggerated ; 
plantars always flexor, (no Babinski); knee 
jerks difficult to obtain. All twelve cranial 
nerves failed to show anything abnormal. All 
ocular movements were well and symmetrically 
made. The pupils were equal in size, and con- 
tracted sluggishly to light and to accommoda- 
tion; fundi normal; vision, 6/6 in each eye. 


Temperature, pulse and respiration were nor- © 


mal; also the hair and skin. The ears and 
mastoids were negative, as were the teeth, 
tongue and throat. No general adenitis. The 
heart, lungs, liver, spleen, urine, etc., were all 
negative consistently. 

A tentative diagnosis of varicellar encephalitis 
was made. She was put at moderate rest at 
home, with massage and systematic treatment, 
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including a placebo. She was seen once a week 
for several months, and even two weeks after 
the above examination improvement had begun, 
or, at least, she was trying more to use the 
affected muscles. Three weeks later still there 
was definite improvement, especially in the face. 
This return of power was slow and gradual, not 
as sudden as it generally is in functional dis- 
ease. Nine weeks from the onset she was using 
the right arm and leg actively and went to 
school, morning and afternoon, without fatigue, 
but she could not manage arithmetic or spelling. 
Fifteen months after the onset, there was no 
evidence of any weakness in the leg, arm, or 
face, but she consulted me on account of in- 
ability to concentrate at school, especially in 
arithmetie. 

A glance at the literature shows that all the 
best works on medicine and on pediatrics agree 
that encephalitis has rarely been observed dur- 
ing, or following varicella. Thus Osler writes 
‘‘Hemiplegia has been seen during an attack 
of varicella.’’ Striimpell; ‘‘ Encephalitis occurs 
at the end of acute infectious fevers.’’ Feer; 
‘*Encephalitis may complicate all the infectious 
fevers.’’ Holt and Howland; ‘‘Severe nervous 
lesions rarely follow varicella, most frequently 
encephalitis.’’ Pfaundler and Schlossmann; 
‘“Enecephalitis has been reported during vari- 
cella, e.g., paraplegia in a two and a half year 
old boy with recovery in three weeks.’’ Marfan 
reports ‘‘Monoplegia (arm) and ophthalmo- 
plegia in varicella.’’ 

Differential diagnosis—One might consider 
perhaps 

1. Hysteria. 
change as hemianesthesia or a diminished 
pharyngeal reflex is strongly against this, as is 
the slow recovery. It is excluded by the defi- 
nite mental deterioration remaining. 


2. A gross cerebral lesion occurring as a 
coincidence during varicella can hardly be con- 
sidered. Thus there is no evidence of hemor- 
rhage, embolism, thrombosis, tumour, abscess, or 
meningitis, ete. 

The brief deep 
unconsciousness, the signs, and the long re- 


3. Encephalitis lethargica. 


covery seem to exclude this. 

Finally, the condition diagnosed has been 
reliably observed and reported by all our best 
authorities. 


The absence of any sensory - 


A CASE OF SILICOSIS 
By J. G. Browne, B.A., M.D., 


Associate Physician, Montreal General Hospital 


Montreal 


The following case presents certain features 
of interest. 

The patient was a male, 40 years of age. 

His complaints were cough and sputum; 
spitting up blood; mild pain in the epi- 
gastrium ; loss of weight. 

Family history, of little interest. 

Personal history.—He was born in Lithuania, 
came to Montreal in 1913, and since that date 
had worked as an axe-grinder. He drank 
moderately and smoked but little. There was 
nothing else of note. 

He had had rather frequent attacks of nose- 
bleeding for the past 12 years—two to three 
times a week—often going three or four 
months between attacks. These were usually 
related to exertion. Cough had not been a 
remarkable feature until the present illness. 
He denied expectoration and hemoptysis; no 
night sweats or chest pains. No shortness of 
breath was present before the present illness; 
no cyanosis; no vomiting or indigestion. He 
denied venereal disease. Weight: best, 168 lbs., 
in 1918; present, 13714 lbs. 

Prescnt illness.—The patient felt in unusually 
good health until some time after the first week 
in January, 1932, when he gradually developed 
a more or less constant cough. This was not 
accompanied by pain in the chest or sputum, 
was present only in the mornings, but early 
in the illness he brought up a few spots of 
blood in the sputum. This, however, did not 
worry him, nor did it occur again, and what he 
considered as merely a cold in the chest did not 
disable him in any way, except for some slight 
shortness of breath on exertion. He continued 
at his work as usual until laid off by the com- 
pany on January 27, 1932. That evening he 
ate a good supper, which was followed for the 
first time by a feeling of fullness in the epi- 
gastrium. A short time after supper, during a 
fit of coughing, he brought up about a cupful of 
blood, some bright red, some dark. His cough 
since that time had been much more moderate 
and not at all troublesome. There had been no 
recurrence of bleeding. 

Feeling that he should take advantage cf his 


AEF TTT RT HERTS REF 


286 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


period of unemployment, he presented himself 
on January 28th at the medical out-patient 
clinic. He had been up and about, feeling quite 
well; no night-sweats at any time. He coughed 


now only occasionally and his sputum was> 


scanty. He was admitted to the Montreal Gen- 
eral Hospital on February 8th as a walking ease. 

We were informed by his employers that the 
patient had been working on a ‘‘dry stone’’ for 
the past 10 years. This stone is an artificial 
one and is composed of a compound of alumin- 
ous oxide, bound together with feldspar, and a 
clay which is chiefly composed of silicate of 
soda. It is stated that the workshop is supplied 
with the usual exhaust ventilating system but 
that the patient had never worn a mask of any 
kind. 

The chief points of interest in his physical 
condition were as follows. The fingertips were 
a little clubbed and cyanosed; there was a be- 
ginning incurvature of the nails. Breathing 
was of the thoracic type. The right clavicle was 
more prominent than the left; the movements 


Fig. 1 


of the chest nearly all in the lower costal 
region; hyper-resonance in the upper chest. 
There was some slight impairment of the per- 
cussion note over the right lower back. No 
moisture could be made out and vocal reso- 
nance was nowhere remarkable; certainly there 
were no signs of cavitation. 

The von Pirquet test was one plus. The 
sputum was negative for acid-fast organisms on 
three occasions; no odour; no elastic tissue; no 
blood. tumour cells. or moulds. The other 
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systems were all quite negative. The urine was 
negative. Blood: 4,300,000 red cells; 6,400 
white cells; hemoglobin 80: per cent; colour 
index 0.93; differential count normal. 


REMARKS 


Of the many forms of dust which produce 
disease in the lungs, the silicates seem. to cause 
more serious damage than the others. The 
characteristic pathological picture caused by 
all these inhalations is the formation of fibrous 
tissue. In the ease of the silicates, the phago- 
eytic dust cells accumulate in the lymphatics 
and block the flow of lymph, causing hyper- 
plasia and fibrosis. Chronic bronchitis, bronchi- 
ectasis and emphysema are frequently present. 
In the more advanced eases, bands of fibrous 
tissue may traverse the lung to a degree re- 
sembling fibroid phthisis, with contraction and 
displacement of the trachea and mediastinum. 
Uleeration and cavitation may be present, due 
to a complicating tuberculosis. Cough and 
mucoid expectoration are among the earliest 
signs ; dyspnea is often marked on exertion and 
cyanosis frequent. Hemoptysis occurs in some 
stage of the disease in most cases. In this case 
it was a late manifestation. 

The diagnosis is made from the x-ray film, 
coupled with a history of work over a long 
time in a dust-laden atmosphere. It may be 
difficult to distinguish silicosis from a mycosis, 
such as is due to aspergillosis, without ex- 
amination of the sputum. In miliary tuber- 
culosis the patient would have fever, rapid 
pulse, and be seriously ill. In the presence of 
acid-fast organisms in the sputum, the mistake 
might be made of considering all the disease 
as due to tuberculosis. 

The duration of life in these patients is de- 
pendent on the degree of involvement. Among 
the knife-grinders of Germany it was noted that 
few were over 40 years of age. Secondary 
infections, such as pneumonia, bronchiectasis, 
tuberculosis, usually shorten the span of life. 


Treatment is along preventive lines: removal 
of the workman from the dust-laden at- 
mosphere, the replacement of dry grinding with 
some form of wet grinding, the wearing of 


masks, the installation of a good exhaust 
ventilating system, together with education of 
the workmen as to the danger involved. 
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BILATERAL HYDRONEPHROSIS* 
By N. E. Berry, M.D., 
Professor of Urology, Queen’s University, 


Kingston 


Hydronephrosis in its various forms presents 
one of the most intricate and fascinating prob- 
lems with which the urologist is confronted; 
intricate, frequently, as to the mechanism of its 
production; and fascinating in that it lends 
itself to a great variety of plastic operations, 
and, when not too advanced, holds remarkable 
regenerative possibilities. 

Each year has seen decided refinements in our 
diagnostic aids and in our methods of treat- 
ment. The perfection of pyeloscopy by Legueu, 
and the introduction of methods of intravenous 
pyelography by Von Lichtenberg and others, 
have added greatly to our knowledge of the 
dynamics of the renal pelvis. From our pres- 
ent experience with this latter method of ex- 
amination one would think that it is in this field 
that it will find its greatest usefulness. Simi- 
larly, within the last few years, great advances 
have been made in the plastic surgery of the 
renal pelvis. Walters has recently called atten- 
tion to the fact that in many of these cases 
division of obstructing vessels or bands will 
suffice, and even if the damage be extensive 
much ean be done when bilateral disease de- 
mands conservatism. He reports a case in which 
there was a bilateral infected hydronephrosis, 
the pelves containing as much as 350 ec. Re- 
section of each side was carried out at separate 
intervals and 18 months after the second opera- 
tion the patient was well, had gained 20 pounds, 
and neither kidney contained pus or residual 
urine. 

The case which I wish to present is of interest 
in that though the right kidney was the seat 
of advanced disease it was practically ‘‘silent’’, 
and, further, there was beginning disease of the 
opposite side. The slight manifestations to 
which the right kidney had given rise had been 
erroneously interpreted as due to appendicitis. 


CasE REPORT 

A male, aged 23, was admitted on September 
10, 1930. 

Complaints.—Pain in the right side of the abdomen; 
nausea. 

History of present illness.—For the past five years 

*A ease report from the service of Dr. David 
MacKenzie, Royal Victoria Hospital, Montreal. 


the patient had» been subjeet. to. vague abdominal pain, 
often: associated with nausea, and of a very transient 
nature. The appendix was removed during one of these 
attacks, 3 years. ago, but it was not diseased and the 
symptoms persisted. More recently, the pain had been 
felt in the right side of the abdomen and loin and was 
of a colicky nature. There had been no hematuria and 
no associated bladder symptoms. 

Personal history.—He had had measles as a child; 
influenza in 1918; appendectomy in 1927. Venereal 
disease was denied. 

Family history.—Irrelevant. 

Physical examination.—General examination showed 
a thin, well developed, healthy looking young man. Blood 
pressure 120/80; pulse 70; temperature 98° F. 

Kidneys.—The lower pole of the right kidney ap- 
peared as a smooth rounded mass; the left was not 
palpable; no tenderness on either side. 

Ureters.—No tenderness along the course of either 
ureter. Bladder.— Not distended. Penis. — Normal. 
Scrotum and contents.—Normal. 

The prostate was small, soft; 
masses. 

The kidney function, as determined by the phenol- 
sulphonphthalein test: Ist hour 40 per cent; 2nd hour 
20 per cent; total 60 per cent. 

Urine. —Clear acid; specific gravity 1.012; a faint 
trace of albumin; sugar, negative; scattered white blood 
cells; occasional red blood cells; epithelium. 

Cystoscopy.—A F. 18 cystoscope was easily intro- 
duced. Bladder mucosa was normal; no tumour or 
foreign body was seen; both ureteral orifices were 
normal. 

The right ureter was easily catheterized to the renal 
pelvis. Fifty-five c.c. of clear urine were aspirated. A 
pyelogram, using 12 c.c. of 12 per cent sodium iodide, 
gave only a faint shadow. When repeated, using 30 c.c. 
of 12 per cent sodium iodide a grossly dilated hydro- 
nephrotic kidney was discovered. 


no tenderness, no 





Fic. 1.—Side view showing the greatly dilated pelvig, 
with a narrow rim of cortex superimposed. 
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The left side was investigated at a later sitting, and 
5 ec. of clear urine obtained; none could be aspirated. 
The urine was of good concentration. A pyelogram, 
using 4 c.c. of 12 per cent sodium iodide showed an 
elongated slightly dilated renal pelvis, with multiple 
normal calices. 

The right kidney was obviously completely destroyed, 
and the left showed evidence of early disease. As the 
patient was a very young man it seemed wise to first 
explore the left kidney with a view to freeing obstructing 
bands or plicating the renal pelvis in order to improve 
drainage and check progressive damage. Operation was 
carried out on September 15th. The kidney was exposed 
through a curved left loin incision. There was some 
thickening of the perirenal tissues, but these were freed 


_and the kidney exposed. The pelvis was distinctly 
dilated. There was a small artery at the lower pole and 


Dilated 7 Renal Pelvis. 






wer \lessels 





e of Kidney 
Fig. 2.—End view showing the pelvis, insertion of 


ureter, and lower pole of kidney with constricting 
fascial band. 


Lower Pol 


a larger vein in some fascial bands which passed be- 
neath the junction of the renal pelvis and ureter, acting 
much as a sling. These were cut, and it appeared now 
as if adequate drainage would be provided. The wound 
was closed with drainage. 

He made an uneventful recovery, was discharged in 
two weeks, and returned three weeks later for the removal 
of the right kidney. The kidney was exposed through a 
curved right. loin incision. The perirenal capsule was 
markedly adherent and the upper pole extended far up 
underneath the costal margin. It was freed and the 
ureter isolated and divided with the cautery. The kidney 
was then delivered. It presented a rim of cortex super- 
imposed upon a dilated pelvis as large as a grapefruit 
(see Fig. 1). The vessels entered in two divisions, one 
above and one below, the lower group being the largest. 
These latter presented normal relations to the ureter but 
were all bound to the under surface of the dilated pelvis 
by a dense fascial band (see Fig. 2). The ureter passed 
up underneath this band for a distance of about 2 
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inches to its insertion in the dilated pelvis. In this way 
it was tightly held to the surface of the pelvis and 
distinctly constricted at its lower edge, where it was in 
relation to the vessels. The vessels were ligated and 
the mass removed. The wound was closed with drainage. 
The patient made an uneventful recovery. 

The fact that anomalous vessels and fibrous 
bands are frequent etiological factors in the pro- 
duction of hydronephrosis has received ample 
attention in the literature and is generally re- 
cognized. It is also recognized that many of 
these cases may be silent for long periods, but 
it is much less common knowledge that they 
may give rise to symptoms suggesting abdominal 
disease with no definite localizing symptoms. 





Fic. 3.—Skiagram of specimen injected with iodide. 
to show the relative size of the pelvis and the remaining 
cortex. 

This case illustrates this point and shows the 
necessity of complete investigation of such cases. 
Further, it emphasizes the necessity also of being 
very certain as to the condition of the remaining 
kidney where nephrectomy is to be carried out. 
The barbarous practice of removing, or, shall 
I say, even operating upon, a diseased kidney, 
with no knowledge of its fellow is for obvious 
reasons losing favour. If one catheterizes a 
ureter and ob‘:ins clear urine of good concen- 
tration does tht prove that the kidney is nor- 
mal? -In the majority of cases I believe the 
answer is ‘‘yes,’’ but this is a case in which 
such a findiag did not present a clear picture 
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of the actual condition of affairs. I have re- 
cently seen two cases which also illustrate this 
point. In one there was a kinked lower ureter 
with a moderate infected hydronephrosis on 
the left side, and clear urine of good concentra- 
tion was obtained from the right. Six e.c. of 12 
per cent sodium iodide in the right renal pelvis 
showed a comparatively normal pelvis but a 
ureter which was considerably dilated. My first 
thought was a left nephrectomy, but the latter 
finding influenced me to straighten the left 
ureter and plicate the pelvis. The result was 
very satisfactory. In the second case a tumour 
of the left kidney was suspected and operation 
had already been advised. On catheterizing the 
ureters, clear urine was obtained from each side, 
but I was able to aspirate 10 ¢.c. from the right 
renal pelvis. For this reason bilateral pyelo- 
grams were made. There was a distinct filling 
defect of the left side and a very large hydro- 
nephrotic right kidney. It thus became a case 
where surgery was not indicated and where such 
intervention would have been rapidly fatal. 
These and many other observations have con- 
vineed me that in the majority of cases it is 


wise to do a pyelogram on the kidney to be left 
when removal of one is to be undertaken. It is 
not necessary or desirable to completely fill the 
pelvis with iodide, two or three cubic centi- 
metres being usually sufficient for this purpose. 

Lastly, I wish to point out the fallacy of at- 
tempting to give an opinion as to the condition 
of a kidney from intra-abdominal palpation. In 
this case the abdomen was opened two years 
previously by a very competent man; no path- 
ological condition was found, and this is pre- 
cisely what one would expect since the kidney 
was high behind the liver; the lower pole and 
outer border only could be felt and were of 
normal contour. Further, in many of these 
eases hydronephrosis is intermittent at first; 
hence such a lesion could not necessarily be 
detected. In general, only gross lesions of the 
kidney can ever be detected by this method of 
examination, and the practice of giving opinions 
from information obtained in this way is limited 
to the inexperienced. Thorough examination is 
the key to accurate diagnosis and accurate diag- 
nosis is the basis of sound treatment in any 
branch of medical science. 


Clinical and Laboratory Hotes 


THE THERAPEUTIC USE OF CARBON 
DIOXIDE* 


By Ronatp V. Curisti£, M.B., Cu.B. (Ep1n.) 


Montreal 


The present wide therapeutic 
use of carbon dioxide as an in- 
halant in pneumonia, pulmonary 
atelectasis, asphyxia and a varie- 
ty of other conditions perhaps 
justifies the publication of this 
note on a simple and effective 
method of its administration. 

Originally suggested by Yandell 
Henderson! in 1906, it was not 
until some three or four years 
ago that carbon dioxide attained 
any popularity in the realm of 
therapy. Since then its progress 
has been rapid, and in 1931 
alone favourable reports have 
been published in conditions 
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ranging from angina pectoris to vasomotor 
rhinitis. Such a range naturally makes for skepti- 
cism, and with a few exceptions the data in the 
literature are quite insufficient to permit an esti- 
mate of its therapeutic value. However, in such 
conditions as post-operative pneumonia and atelec- 





1—Bac USED FoR REBREATHING OXYGEN OR ROOM AIR. 


A = three-way aluminium tap of % inch bore 

ai= position of tap A before rebreathing commences 
aii= position of tap A during rebreathing 

B = six-litre rubber anesthetic bag 

bi = gum rubber tap 

C = rubber mouthpiece. 
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PERM 


290 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


tasis (?***°*"*) and as a respiratory 
stimulant (**”) there is some 
evidence that carbon dioxide is a 
valuable therapeutic agent, and 
there is ample warrant for its 
further trial and evaluation on a 
statistical basis. We ourselves 
have. been using it as a routine 
measure in the treatment of post- 
operative pneumonia and unre- 
solved pneumonia with encour- 
aging results. 

The method of administering 
the gas in all the papers reviewed 
has been with the usual face 
mask and tank equipment, the 
patient breathing the gas mixture 
from the tank, and expiring into 
the room air. Either an unknown 
percentage of CO, in room air or 
from 5 to 40 per cent of CO, in 
Q, has been used. In the belief 
that this form of.apparatus is 
unnecessarily cumbersome and 


TIME MARKER -5 SECS. 
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expensive, and also presents some Fig. 2.—RESPIRATORY TRACING OF THE HYPERPN@A PRODUCED BY 


more physiological disadvantages, 

we have developed the simple bag A. 
system shown in Fig 1, from which 

the patient rebreathes oxygen or B. 
air and makes his own carbon 

dioxide. 


A is a three-way aluminium tap of 34 inch 
bore* equipped with a rubber mouthpiece C and 


*We have found the tap supplied by Siebe, Gorman 
and Co., Ltd., 187 Westminster Bridge Road, London, 
England, entirely satisfactory for this purpose. 


REBREATHING. 


3,000 c.c. of air (time taken 2 mins. 48 secs. Final gas 
mixture, CO, 8.43 per cent, O, 7.35 per cent), and 


3,000 c.c. of oxygen (time taken 5 min. 35 secs. Final 
gas mixture CO, 11.31 per cent, O, 24.33 per cent). 


with a six-litre Foregger bag B, such as is com- 
monly used in gas-oxygen anesthesia. With 
tap A in position (a') the bag is filled with 
approximately three litres of oxygen through 
tap (b). The nose of the patient is clamped and 


TABLE I. 


Tue Limit or TOLERANCE TO REBREATHING THREE LITRES OF OXYGEN AND OF Room AIR 


Days 
post- 
operative 





R. V. C. (normal) 


A. C. (normal) 
E. W. (normal) 


C. S. (post-operative pneumonia)... . 
W. H. H. (post-operative pneumonia) 


A. P. (post-operative pneumonia)... . 


Time of CO2 Time 
taken an bag taken an 


4’ 
4’ 


3’ 
3' 


oy. 
3 


Rebreathing 
Oxygen 


Rebreathing 
Air 


Percentage | Percentage 
of CO2 of O2 


in bag 


Percentage 


20” 10.92 1’ 32” 8 

25” 10.92 1’ 45” 8. 

10” 11.42 05” 7 

35” 11.31 48” 8.43 7.35 
ae 


45” 9.12 40” 64 6.27 


20” | 10.78 8.82 4.67 
05” | 10.88 (8.73 4.77 


00” 8.82 7.06 
40” 7.33 
05” 9.10 7.37 
00” 9.00 


45” 


.50 6.54 
52 6.49 
.04 8.55 


: 3’ 30” 


30” 
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the mouthpiece inserted. By turning tap A 
into position (a), the patient commences to re- 
breathe the oxygen in the bag. As the CO, 
accumulates, hyperventilation is usually noticed 
within one minute and slowly increases until the 
limit of tolerance is reached. This limit varies 
with the mentality and physical condition of 
the patient, but usually ranges from 3 to 5 
minutes, by which time from 9 to 11 per cent of 
CO, is being breathed. (Table I and Fig. 2). 
The mouthprice is then removed and if the limit 
of tolerance has really been reached, hyper- 
ventilation continues for from 30 to 60 seconds. 
It has been our custom to use a small oxygen 
tank which requires no reducing valve and can 
be conveniently left by the bed-side. The bag 
is filled either by a nurse or by the patient 
himself. 


If oxygen is not available room air may be 
rebreathed, but the former presents many ad- 
vantages and should be used when possible. As 
is clearly shown in Table I and in Fig. 2, a more 
prolonged and more efficient hyperventilation 
is obtained with the use of oxygen and the sub- 
jective symptoms are less unpleasant. 

The advantages of this method of administra- 
tion may be summarized as follows. 

1. The apparatus is simple and inexpensive. 
It can be operated by a nurse or the patient 
himself, and is easily sterilized. 

2. The maximum degree of hyperventilation 

compatible with the physical condition of the 
patient is always obtained. 
» 3. With the slow accumulation of carbon 
dioxide in the inspired air the bronchial mucosa 
is not irritated, as is the case when a CO,—O? 
mixture is inspired. 
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MANGANESE IN FOODSTUFFS 


It has been shown that manganese salts are 
particularly effective in producing experimental 
cirrhosis in rabbits, and the authors thought 
that there might be some peculiarity in the diet 
of drunkards which led to their taking in more 





manganese than ordinary people. They have 
accordingly determined this element in certain 
articles which are supposed to stimulate the ap- 
petite. The estimation was made on the material 
dried at 100° C. The sample is ashed, melted 
with potassium nitrate, dissolved in nitrie acid 
and boiled with potassium persulphate and 
silver nitrate. The resulting permanganate is 
compared colorimetrically with a standard solu- 
tion. The minimum amount. detectable in this 
way is about 0.01 mgrm. Manganese was absent 
from cockles, whelks and limpets ; from marmite, 


- tomato ketchup, essence of anchovy salad dress- 


ing, chutney, pickles (three sorts), lobster paste, 
mustard, capers, and caraway seeds. Winkles 
contained, as mgrm. in 100 grm. of dried ma- 
terial, trace to 16; Crepidula fornicata, 10 to 
17; oyster, 4; mussel, nal to 4; scallop, Pecten 
opercularts, trace to 40, Pecten maximus, 5; 
shrimp (bottled), nil to 4; prawn (bottled), nil; 
tea, 27 to 43; coffee, trace or nil; cocoa, trace; 
mixed spice, 14; cinnamon, 2; ginger, 4 to 12; 
coriander, 10; cloves, 48 to 50; vinegar, 1; 
curray powder, 4; olives (flesh), 6; pepper, 10 
to 20; cayenne pepper, 2 or less. It is concluded 
that a vegetarian teetotaller would probably 
take in more manganese than a heavy drinker. 
These results entirely failed to confirm the 
writer’s hypothesis. — Boyeott, A. E. and 
Cameron, G. R., The Lancet, 1930, 2: 959. 
Abs. in J. of State Med. 





THE RELIABILITY OF GUINEA PIG 
INOCULATION IN THE DIAGNOSIS 
OF TUBERCULOSIS 


An investigation was carried out at the Mayo 
Clinic, Rochester, as to the reliability of guinea- 
pig inoculation in tuberculosis. Clinical material 
from 158 eases of suspected tuberculosis was 
used and ineluded ecatheterized urine, fluid from 
the thorax, and tissue from bones and joints. 
The suspected material was injected into two 
guinea pigs, one by the subcutaneous route and 
the other intraperitoneally. The conclusions 
arrived at were that the test is generally de- 
pendable keeping certain points in mind. With 
subeutaneous and intraperitoneal inoculation 
the spleen is the organ primarily affected; the 
cellular reaction to tubercle bacilli is in the main 
lymphoctyie; it should be possible to demon- 
strate the presence of acid fast bacilli in the 
lesions. Autopsies should be carried out after 
a period of about eight weeks.—Feldman and 
Magath, Am. Rev. Tuberculosis, 1931, 24: 312. 
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Editortal 


ONE HUNDRED YEARS 


NE hundred years ago, to be exact, on 

July 19th, 1832, the British Medical 
Association was born. Conceived in the 
fertile brain of Sir Charles Hastings, a 
distinguished physician of Worcester, it 
began life as ‘‘The Provincial Medical and 
Surgical Association,” a body of men de- 
sirous of unifying and consolidating the 
medical profession outside of London. Its 
lofty aims may be gathered from the fol- 
lowing, taken from a prospectus issued at 
the time. They were “‘the maintenance of 
the Honour and Respectability of the Pro- 
fession generally in the Provinces; the acqui- 
sition of statistical information concerning 
public health; the improvement of means of 
maintaining it; and the pursuit of knowl- 
edge, not for the selfish benefit of the pro- 
fession alone but for the good of all classes 
and callings of the community.”’ Gradually, 
however, the feeling grew that this Provincial 
Association should widen its scope, so as to 
include medical men practising in all parts 
of the United Kingdom. Accordingly, in 
1856, ‘““The Provincial Medical and Surgical 
Association”? became ‘The British Medical 
Association.’”” How well the latter has ful- 
filled the aspirations of Sir Charles Hastings 
and his associates all may read. 

Much may. happen in a hundred years. 
This particular period of one hundred years 
has been, indeed, fraught with extraordinary 
importance. It is hard for us now to 
appreciate conditions as they were in 1832. 
Cities and towns were unprovided with a 
safe or sufficient water supply; there were 
no sewers; windows above the regulation 
number of eight were taxed. It was said 
that most people only had two baths in the 
course of their lifetime—when they were 
born and when they died. Cholera, small- 
pox and other epidemic diseases were rife. 
Public Health and Epidemiology, as sciences, 
were things unknown. There were no trust- 
worthy national statistics. The medical 
profession was not organized or even defined. 
As late as 1853 it is stated that of 33,339 


practitioners 11,808 were qualified and 21,531 
were unqualified, a proportion of one to two. 
But a ferment was stirring. The year 1832 
saw the passing of the first Reform Bill. The 
Anatomy Act, which put an end to the 
scandals attendant on body-snatching be- 
came law in the same year. Steam trans- 
portation by land and sea was being tried 
out. The country was recovering from the 
exhaustion produced by the long wars with 
France and her allies, and industry was 
beginning to revive. Charles Darwin was 
off on his five years’ voyage on the ‘‘Beagle,”’ 
which was destined to lead to momentous 
developments in the realm of natural science. 
The foundation of a medical society was, 
then, quite in accord with the spirit of the 
times. All was set for a mighty move 
forward. And the move came. Discovery 


‘after discovery came to the fore—anesthesia, 


antiseptic and aseptic surgery, vaccines, 
antitoxins, hormones, x-rays, radium, vita- 
mins—and the sciences of bacteriology, 
serology, immunology, parasitology, endo- 
crinology, bio-chemistry and pharmacology 
came into being. Medical education, medi- 
cal practice, and medical ethics acquired a 
better footing. Hygiene and public health 
are to-day live topics. Medical economics 
alone seems to be somewhat out of hand. 
While we cannot claim to have reached 
finality in many of the spheres just men- 
tioned, for, though reforms may be highly 
desirable and altogether possible of accom- 
plishment, they can scarcely ever be 
established in advance of public opinion. 
Admitting the fact that we have not yet 
reached a utopian state of affairs in con- 
nection with medicine and the public social 
organization, yet, if we contrast 1932 with 
1832, we must joyfully agree that there is as 
much difference as between day and night. 
In all this advance, notably as it concerns 
the welfare of the medical profession itself 
and the good of the public at large, the 
British Medical Association has played a 
conspicuous part. We need only instance 
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what it has done to elevate, unify, and stimu- 
late the medical profession, to promote 
medical reform, not only in civil life but in 
the services, to deal with quackery, to 
promote public health measures, to mould 
public opinion, and encourage scientific 
research. Perhaps even more than this the 
Association has reached the point when it 
no longer follows in the wake of medical and 
social movements, but is able to give con- 
structive advice, to give a lead, and it is now 
regarded by ‘‘the powers that be’’ as speaking 
with authority on behalf of the medical 
profession. 

At the time of the first annual meeting, 
held in Bristol, in 1833, the membership was 
316. To-day there are 100 branches, 250 
divisions, and the membership stands at 
35,000. Such figures are eloquent. 

The centennial celebrations of the Asso- 
ciation came off with great eclat. The 
general impression produced was summed up 
aptly by a great London newspaper when it 


said—‘‘No more successful conference of the 
British Medical Association than that which 
came to an end yesterday has been held.... 
Never has the Association been more closely 
in touch with the life of the profession which 
it represents or with the public which it 
serves.”’ Higher praise could hardly be given. 
Those members of the Canadian profession 
who were privileged to attend are unanimous 
in their appreciation of the arrangements 
and the notable kindnesses which they 
everywhere received in Britain. The tour 
which some two hundred took for three 
weeks previous to the great celebration was 
attended with much interest and delight, 
though, perhaps, it proved to be too strenu- 
ous for some. The Canadian Medical Asso- 
ciation is pleased that it was represented 
across the water by so many of its out- 
standing members in reunion with its big 
brother. We trust that when our own 
centennial comes we too may be able to 
‘“‘report progress.” A. G.N. 


THE CIGARETTE HABIT 


OME three hundred years ago a certain 
king wrote a pamphlet entitled “A 
Counterblast to Tobacco.” Few living to- 
day have heard of it; fewer still have read 
it. We have to conclude that the considered 
opinion of an absolute monarch, expressed 
in no uncertain terms, was impotent to 
produce the effect intended, for more to- 
bacco is being used to-day than ever. The 
‘‘counterblast,”’ too, has dwindled to a gentle 
zephyr, if indeed it has not entirely subsided. 
Considering the wide prevalence of the 
tobacco habit, and its admitted influence 
upon health, it is singular how little has been 
written about it from the scientific side. 
The lack of sufficient experimental research 
and observation, too, no doubt explains the 
conflicting opinions that have been expressed 
on some of the most vital problems involved. 
Medical men are almost silent on the subject, 
and yet, in view of its great importance we 
would welcome some authoritative and well- 
grounded pronouncement. Dr. J. D. Rol- 
leston, in opening a discussion on the medical 
aspects of tobacco smoking, at the Spring 
Meeting of the Society for the Study of 
Inebriety, pitts forward the suggestion that 


“the chief reason that the subject has 
received so little attention from members of 
the medical profession is that the majority 
of them, as of the general community, 
practise smoking in one form or another, and 
do not wish to enquire too closely into a 
habit in defence of which so much can be 
said from the hedonistic but so little from 
the hygienic standpoint.”’ This may be so, 
but we are reluctant to think that medical 
men are afraid to face an issue of this kind. 
May it not be merely that the habit of 
smoking has become so generalized that it is 
taken as a matter of course and so fails to 
arouse interest or even curiosity. Dr. Rol- 
leston’s study’ crystallizes in a thorough and 
systematic way all that is known at the 
present time about the effects of tobacco 
smoking, particularly in the form of cigar- 
ettes, and well repays reading. One thing 
seems evident, however, and that is that the 
last word has not been said. 

It is not necessary for our purpose to go 
into the question as to why cigarette smoking 
has become so popular, whether it be due to 





1. J. D. Rolleston, The Cigarette Habit, Brit. J. of 
Inebriety, 1932, 30:1. 
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sociability, imitation, intensive advertising, 
or ‘“‘the call of the nerves.’ The fact re- 
mains that an enormous increase in the 
cigarette habit took placc during the Great 
War and subsequently, so much so that we 
may well enquire whither we are tending. 
.The statistics on the matter are truly 
arresting. Doctor Rolleston quotes Krees’ 
to the effect that “‘the number of cigarettes 
produced in the United States was 2,971,- 
000,000 in 1902, 8,644,000,000 in 1910, 
62,000,000,000 in 1920, and 123,000,000,000 
in 1930.’ This output is equivalent to more 
than one thousand cigarettes annually for 
each man, woman, and child in that country. 
The figures quoted, moreover, include only 
“‘tailor-made’”’ cigarettes and do not include 
those rolled by the users. ‘‘At an average 
price of 15 cents a packet the American 
people in 1930 spent $922,500,000 on cigar- 
ettes, an amount of money that would buy 
6,150,000,000 loaves of bread at 11 cents 
each, 184,400,000 pairs of shoes at $5 each, 
922,500 automobiles at $1,000 each, 184,500 
homes at $5,000 each; would give 92,500 
young persons a $10,000 education, and 
would build two and a half Panama Canals 
and five and a half Boulder Dams.” This 
graphic statement will illustrate the magni- 
tude of the problem. 

In considering the merits or demerits of 
cigarette smoking it is of use to study tobacco 
smoking in general and then to see in what 
ways the smoking cigarettes qua cigarettes 
differs as to its results from the use of pipes 
and cigars. 

Tobacco smoking, in general, is apt to 
produce dryness of the throat; irritation of 
the pharynx, larynx and bronchi; an in- 
crease in the pulse rate, cardiac arrhythmia, 
palpitation, and a rise of blood pressure, 
angina; ‘‘dyspepsia,” gastric hypermotility, 
hyperchlorhydria, gastralgia, anorexia; re- 
trobulbar neuritis. The catalogue is lengthy, 
and there are other conditions which might 
be mentioned less certainly to be attributed 
to smoking. 

From the chemical standpoint cigarettes 
differ from other preparations of tobacco 
as follows. The percentage of nicotine in 
the smoke is only about half that in cigar 
and pipe smoke; on the other hand, cigarette- 


2. Krees, The Cigarette as the Physician sees it, 1931. 
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smoke contains a relatively large quantity 
of carbon monoxide. Hartridge is quoted by 
Dixon as having found 6 per cent of carbon 
monoxide in the blood of a cigarette smoker 
whose consumption was by no means ex- 
cessive. Pyridine is found in small quantities 
in cigarette smoke. Furfural is also present; 
in very small amounts in the smoke of 
Turkish cigarettes, in much larger amounts 
in the smoke of the cheaper brands of 
Virginian cigarettes. Alexander’ states that 
while cigars, pipe tobacco, and Egyptian 
and Turkish cigarettes all yield ammonia, 
which is an antidote to furfural and aldehydes 
generally, the cheap Virginian cigarettes 
yield very little, so that smokers of such 
cigarettes are specially liable to suffer from 
furfural poisoning. The effect of the com- 
bustion of the paper wrapping of the tobacco 
in cigarettes is not certainly known. 
Opinions differ, apparently, as to the 
relative harmfulness of cigarette smoking 
compared with other forms. Josephson‘, of 
New York, regards the cigarette, provided 
it is not made with opium, as the cleanest 
and least harmful form of smoking; Lambert 
Lack regards cigarette smoking as the most 
pernicious form of tobacco consumption, 
and stigmatizes Egyptian cigarettes as the 
worst. In comparing cigarette smoking with 
other modes of using tobacco, it may safely 
be concluded that the two most serious 
objections to the former are to be found in 
the fact that cigarette smoking is so con- 
venient and alluring that the temptation to 
go to excess is great and readily yielded to, 
and also that the smoke is often inhaled, thus 
bringing into effect upon the larynx and 


‘bronchi the irritating powers of heat, dust, 


and chemical poisons. More than this, the 
extent of mucous surface affected is so great 
that absorption of deleterious substances is 
considerable, leading easily to general sys- 
temic effects. The local effects of irritation 
are due mainly to pyridine, nicotine and 
various tars; general effects are due to 
nicotine and carbon monoxide. It is said 
that those who exceed an allowance of 
twenty cigarettes a day frequently suffer from 
symptoms of mild carbon monoxide poisoning 
—headache, giddiness, tremors, and irregular 
character of the handwriting. Such symp- 


3. Alexander, Med. Press and Circ., 1930, 2: 89. 
4. Josephson, Stomatologia, 1930, 28: 1096. 














Sept. 1932] 


toms may be found, also, in non-smokers who 
have to stay in a room where many persons 
are smoking cigarettes. 

One of the best known effects of smoking 
is that it tends to destroy the appetite. This 
may be on advantage at times, but not al- 
ways. Knopf’ regards the intentional under- 
nourishment, which is favoured by excessive 
cigarette smoking, for the purpose of obtain- 


ing or retaining a slim and graceful figure as_ 


one of the causes of the recent increase in 
the tuberculosis morbidity and mortality of 
girls between the ages of fifteen and twenty- 
five. _Evidence is accumulating, too, that 
heavy cigarette smoking is an important 
factor in the etiology of duodenal ulcer. 
The gastralgia sometimes found in heavy 
smokers may strongly suggest malignant 
disease or cholelithiasis. Also, enterospasm 
may be so severe as to lead to a diagnosis of 
intestinal obstruction. 


Apart from the general effects of cigarette 
smoking on the circulatory function, noted 
above, it may be stated that excessive 
smoking may cause precordial pain and 
breathlessness, together with loss of ‘‘staying 
power’ when any muscular exertion has 
been undertaken. Beau® was the first, in 
1862, to mention cigarettes specifically as a 
cause of angina pectoris. Gelineau’ also, 
held that this disease was most common in 
cigarette smokers, which he attributed to 
their habit of inhaling and indulging to 
excess. Huchard’, Sir R. Douglas Powell’ 
and Moschowitz’ give similar testimony, 





. Knopf, Med. J. and Record, 1929, 130: 485. 

. Beau, Gaz. d. Hop., 1862, 25: 279. 

. Gelineau, Traité de l’angine de poitrine, 1887. 
. Huchard, Traité clin. mal. du coeur, 1889. 


. Powell, Allbutt and Rolleston’s System of Medicine, 
1909, 6: 163. 


10. Moschowitz, J. Am. M. Ass., 1928, 90: 733. 
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though Daniélopolu", a well known Rou- 
manian authority on angina pectoris, dissents. 

The chief nervous symptoms attributable 
to the excessive use of cigarettes are head- 
ache, giddiness, insomnia, tremors, irri- 
tability, depression, and lack of energy. 
Such symptoms are, of course, likely to be 
more prominent in those of a neuropathic 
disposition. 

_ The sum total of the whole matter seems 

to be that cigarette smoking should be 
interdicted in cases of pulmonary tubercu- 
losis, diabetes, in those suffering from oto- 
sclerosis, gastrointestinal disorders, peptic 
ulcer, arteriosclerosis, cardiac neurosis, sy- 
philis, and bronchitis. 

The use of cigarettes in strict moderation 
is probably harmless, except in certain 
susceptible persons. But what is_ strict 
moderation? Opinions will differ on this, 
particularly among the addicts. One cigar- 
ette in a normal individual is sufficient to 
perceptibly elevate the blood pressure; in 
the case of a habitual smoker it probably 
would not do so. What is excess for one 
person is not excess for another. Pecholier” 
holds that five cigarettes daily should be the 
limit. Waring’ lays down the following 
more detailed rules:—(1) Do not smoke until 
after the age of twenty-one; (2) do not 
smoke more than five cigarettes a day; 
(3) don’t inhale or blow through the nose; 
(4) smoke only out of doors; (5) always use 
a cigarette-holder; (6) smoke only imme- 
diately after meals; (7) at least once a year 
stop smoking for a month or more; (8) have 
a health examination periodically. A. G.N. 





11. Daniélopolu, L’angine de poitrine et l’angine ab- 
dominale, 1927. 

12. Pecholier, Dict. encycl. Sc. Med., Dechambre, art. 
“Tabac,”’ 1885. ; 

13. Waring (Quoted by Fishbein), Health and Life Series, 
19 3 
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Editorial Comments 


Some Important Advances in the Study 
of Cancer 

The ninth Annual Report of the British 
Cancer Campaign presented at the annual 
meeting held in London on July 11th, contains 
much of entrancing interest and, moreover, 
affords grounds for hope. Possibly not much 
farther advance towards the effiecient control 
of cancer can be claimed from the year’s work, 
but at least some of the fundamental problems 


underlying cancer growth have received eluci- 
dation. 

One of the problems dealt with was the 
preparation of an anti-cancer serum. Last 
year Dr. Lumsden and his co-workers succeeded 
in separating the euglobulin fraction of an 
anti-cancer serum obtained from sheep. This 
proved to be ten times more effective in 
destroying cancer cells than the serum from 
which it was derived. When tumours were 
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destroyed by the inoculation of this serum, as 
they could be, reabsorption of cells occurred 
and auto-vaccination took place whereby the 
experimental animal was rendered immune. 
This year this line of research has been con- 
tinued, with very promising results. When 
euglobulin is injected into cancerous tissue 
many of the cells are destroyed and the animal 
under experimentation is apt to die from toxic 
absorption. In the later series of experiments 
the necrotic tissue, with, no doubt,.some of the 
living cells, is removed surgically, so that the 
animals do not succumb. In eighty mice, the 
hosts. of spontaneously developed cancer, anti- 
serum or normal serum was injected into their 
tumours, and the undestroyed portions of the 
tumours were reimplanted elsewhere. If the 
autoplasts failed to grow the mouse became 
resistant, with the result that the cancer cells 
not only failed to proliferate but, indeed, were 
destroyed. In the controls, those inoculated 
with normal serum, the tumours were un- 
affected. Of forty-seven mice inoculated with 
serum euglobulin 74.7 per cent were cured, 
while of forty controls none were cured. Dr. 
Lumsden explains these results as follows. 
Local destruction of the tumour eells occurs 
when the concentration of the euglobulin 
reaches a sufficiently high degree. This re- 
action is rapid and soon ceases to be effective. 
But at this point a process of autovaccination 
is developing which brings about the second 
and equally valuable curative result. The 
mouse is now immunized against cancer, and 
its tissues acquire an increased resistance 
which completes the local cure and prevents 
recurrence. 

Some striking results are also recorded with 
the potent cancer-producing substance ‘‘1 :2:5:6 
dibenzanthracene,’’ in continuation of observa- 
tions carried on last year. This substance can 
be successfully used when dissolved in fats. 
In this form it is competent to produce con- 
nective-tissue tumours and sarcomata in rats 
and mice. The tumours can be passed on to 
other rats and mice by grafting, and as many 
as thirty-seven generations have been reached. 
As striking are the effects of mustard gas. 
This substance has been shown to have the 
power of retarding the production of cancer 
by these and other carcinogenic agents. It has 
been proved that a 0.05 per cent solution of 
mustard gas applied to the skin of mice which 
were being treated with ‘‘1:2:5:6 dibenzantha- 
cene’’ entirely prevented the appearance of 
the tumours. 

Many, also, will take comfort in the assur- 
ance that the work on tobacco tars indicates 
that smoking plays little or no direct part in 
the production of cancer. 

It is clear that opinion nowadays is tending 
more and more to view the cancer process as 
dependent on biological principles. The older 
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views as to causation and development are 
losing ground. There is, it is thought, some 
fundamental disturbance in the vegetative 
capacity of the cells. Many authorities now 
believe that, despite many gaps in the 
evidence, the gene-mutation theory offers a 
reasonable explanation of many of the recently 
ascertained facts about new growths., A.G.N. 


The late Thomas Bessell Kidner 


Mr. Thomas Bessell Kidner, widely known 
throughout Canada and the United States as a 
leader in the occupational therapy movement, 
died suddenly on June 14, 1932, at the residence 
of his son, Beechhurst, N.Y., aged sixty-six 


The late Mr. Kidner was born in England, 
and was trained in the Merchant Venturers’ 
College, Bristol, and in the City and Guilds of 
London Institute. He came to Canada in 1909 
as one of the organizers under the fund for the 
improvement of technical education in Montreal. 
When this particular work was completed Mr. 
Kidner was, at the outbreak of the Great War, 
appointed vocational secretary of the Canadian 
Military Hospitals’ Commission. In this post 
he developed an efficient system of occupa- 
tional therapy and vocational rehabilitation for 
disabled soldiers. Later this work was taken 
over by the Department of Soldiers’ Civil 
Reestablishment. 


Probably Mr. Kidner’s outstanding accomp- 
lishment was in connection with the fight 
against tuberculosis, particularly as the disease 
affected the returned soldiers. He developed 
a system of occupational therapeutics on very 
wide lines, the results of which were most 
eratifying. The education of the returned 
men was promoted and their morale elevated in 
a most wonderful way. Apart from the bene- 
fits accruing to the men themselves, the good 
effects of the system were manifested in the 
facts that absentee-ism was reduced 30 per 
cent, immoral conduct became almost unknown, 
and the conduct of the men was so improved 
that it became possible to dispense with police 
protection. . All this became possible because of 
Mr. Kidner’s wise foresight, breadth of view, 
and powers of organization, but perhaps, most 
of all as a result of his natural kindliness of 
disposition and the tact that he exercised wher- 
ever he was brought into contact with those in 
and under authority. 

In 1917 Mr. Kidner was leaned by Canada to 
be special adviser on rehabilitation to the newly 
organized United States Federal Board for 
Vocational Education in Washington, D.C. In 
1919 he was appointed to the Staff of the 
National Tuberculosis Association as Institu- 
tional Secretary, a position which he held until 
1926. He then resigned to become a consultant 
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on hospital, sanatorium, and institutional plan- 
ning, and on rehabilitation projects. 

Mr. Kidner had a bright mind, was en- 
thusiastic and kindly, and his association with 
the medical profession was always helpful both 
to the man in authority and to the disabled 
soldier. He will long be missed as an expert 
in an important line of work and deserves all 
the honour that we can pay him. A.G.N. 





George Herbert Rae Gibson, D.S.0., 
M.D., F.R.C.P. (Edin.) 


We have to record, with great regret, the 
sudden death of Dr. George Gibson, of Edin- 
burgh, which took place on July 18, 1982. 
Doctor Gibson had certain Canadian affiliations 
which make his career of more than ordinary 
interest to us on this side of the water. During 
recent years, more especially, he had acted as 
special correspondent for our Journal, and his 
‘Edinburgh Letters’’ were highly appreciated, 
as being always informative, interesting, and 
well presented. 

Doctor Gibson was horn in 1881, the only 
son of the late Dr. George A. Gibson, physician 
to the Royal Infirmary of Edinburgh, and 
widely known as a heart specialist. He was 
educated at the Edinburgh Academy and 
Edinburgh University, graduating M.B. in 
1906, and becoming a member of the Royal 
College of Physicians in 1908. He received the 
degree of M.D. in 1910 and the Fellowship of 
the Royal College of Physicians of Edinburgh 
in 1911. Thereupon, he determined to practise 
his profession in Vancouver, B.C., but on the 
outbreak of the Great War he joined the 
Canadian Army Medical Corps as medical 
officer to the 7th Canadian Infantry. Shortly 
after, he became A.D.C. to the General com- 
monding the First Canadian Division, and later 
was in command of the 3rd Canadian Field 
Ambulanee. In 1916 he was appointed 
D.A.D.M.S. to the Canadian Corps, and for his 
eminent services received the D.S.O. and the 
Croix de Guerre in 1916. Towards the end of 
the war Doctor Gibson was in command of the 
Canadian Convalescent Officers Hospital, with 
the rank of Lieutenant-colonel. After the war 
Lieutenant-colonel Gibson returned to Edin- 
burgh and became Commissioner of Medical 
Services to the Ministry of Pensions in Scot- 
land, and eventually a Deputy Commissioner of 
the General Board of Control for Scotland. In 
1925 he became Secretary of the Royal College 
of Physicians of Edinburgh. Doctor Gibson 
had a distinet literary flair, and wielded a 
facile pen. His ‘‘Maple Leaves in Flanders 


Fields,’’ one of the earliest and most attractive 
of the many war books, was published in 1916. 
His humorous sketches, both in poetry and prose, 
were famous. 


A few days before he died, at 
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a dinner given by the Scottish Branch of the 
British Medical Association to the Canadian 
visitors to Edinburgh, at the Royal College of 
Medicine, Doctor Gibson recited an original 
poem relating to his experiences in British 
Columbia, which was well received. Among his 
scientific productions may be mentioned his 
‘*Bacteriological Examination of the Cerebro- 
spinal Fluid in Dementia Precox’’ (Arch. of 
Neurol., 1909) ; ‘‘ Pathology of Dementia Preecox 
in relation to Circulatory Changes’’ (ibid., 
1911) ; and ‘‘The Boarding-out System’’ (J. of 
Mental Science, 1925). He was also an ocea- 
sional contributor to the pages of the British 
Medical Journal. Doctor Gibson was noted for 
his powers of organization and his wide know- 
ledge of medical affairs. He will be greatly 
missed by all who had the advantage of his 
personal acquaintance, as a sincere and kindly 
friend. In particular, the Canadian Medical 
Association will miss him as a valued con- 
tributor to its Journal. Our heartfelt sympathy 
is hereby extended to Mrs. Gibson and the 
family. A.G.N. 





Alexander Stewart Monro, M.D., 
F.R.C.8.(C.), F.A.CS. 


As the Journal was going to press the sad 
news was received that Dr. A. S. Monro, of 
Vancouver, the immediate Past-president of the 
Canadian Medical Association, had died sudden- 
ly at Saskatoon on August twelfth. Doctor 
Monro arrived in Montreal on August sixth, 
and complained that he had not been feeling 
well for some time, but no untoward results - 
were expected. He left Montreal for home 
on the eighth, intending to stop at Winnipeg, 
and other points on the way. The news of 
his unexpected death came as a terrible 
shock. Not only will he be greatly missed 
by a large circle of friends and acquaintances 
but his loss will be felt in the wider sphere 
of the Association. Doctor Monro endeared him- 
self to all by his geniality, his courtesy, and 
genuine kindness of heart. Nothing was too 
much trouble to him when he could do a service. 
As President of the Association at the Van- 
couver meeting in 1931 he was an entire success, 
and his interest in the affairs of the Association, 
both before and after that event, was keen and 
helpful. Dr. Monro will be remembered, too, 
for his exhaustive articles on ‘‘The Medical 
History of British Columbia,’’ the last of which 
appeared in our August issue. They will for 
long be the authoritative source of information 
on an important chapter of our history. 

The sympathy of all will go out to Mrs. 
Monro, so suddenly bereft, and who, unfortun- 
ately, was on the other side of the water when 
this sad event took place. A.G.N. 
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GIOVANNI BATTISTA MORGAGNI 


By Oskar Kuotz 
Department of Pathology, University of Toronto, 


Toronto 


The relatively recent separation of pathology 
as a study and science distinct from anatomy is 
hardly appreciated until one encounters in one’s 
own lifetime a personality who forms a link 
with the seemingly distant past. Such was my 
fortune in knowing and working under Chiari, 
of Prague, who, having trained under Rokitan- 
sky, of Vienna, carried forward the traditions of 
this man, the founder of the institution of 
pathological anatomy in the German and Aus- 
trian universities. Rokitansky himself was just 
one generation remote from Morgagni, having 
had as his preceptor Johannes Wagner, a disciple 
of the ‘‘Father of Pathology.”” Pathology is one 
of a group of the biological sciences which under- 
takes to determine the ‘‘seats and causes” of 
disease, and which, like its fellows in the natural 
sciences, requires the experimental method to 
bring final proof for each of its assertions. 

The outstanding feature of the history of 
pathology since the days of Morgagni is its 
rescue from the thralldom of abstract philosophy, 
and its elevation to the dignity of one of the 
natural sciences. From its simple beginnings, 
when the objective demonstration sufficed to 
answer the questions arising from ‘‘cause and 
effect,” pathology has rapidly advanced by 
utilizing the principles of chemistry, physics and 
biology, but wedding none of them to the ex- 
clusion of the other. Pathology has been a 
fickle maid who has jilted philosophy, only to 
toy with each of the sciences in succession, by 
which multi-paternity she has given birth to a 
flock of subsidiary sciences which are the bane 
of every medical student. And with each new 
science there has developed a new literature, 
which has deluged the medical journals. Such 
rapid advances are also accompanied by a 
changing vocabulary until he who elects to main- 
tain the qualities of a general practitioner finds 
himself unable to understand the new language 
of science. He is cowed by the apparent erudi- 
tion of his colleague who has followed the paths 
of science, and he thinks himself hopelessly 
submerged by the flood of scientific phraseology. 

Modern pathology, and in truth there is no 
other pathology, has gone a long way since 
Morgagni differentiated morbid anatomy from 
pathology. Others before Morgagni made some 
attempt at correlating the symptoms of disease 
during life with the organic lesions after death, 
but none was able to bring conviction by his 
demonstrations or his writings so fully as was 


done by Morgagni. In particular, the works of 
Bonetus, published in three books under the 
title of Sepulchretum Anatomicum, paved the way 
in thought for the more comprehensive approach 
which Morgagni offered in 1761. Morgagni’s 
indebtedness to Bonetus cannot be denied, even 
though in his preface he injects the most acrid 
criticism upon the style and the contents of the 
Sepulchretum. Prior to Bonetus, the attempts 
at bringing together the facts ascertained in 
morbid anatomy and utilizing these for a clinical 
understanding of disease were but few, and we 
are confronted mainly with sporadic observations 
of disease, along with a few data obtained at 
post-mortem examinations. The conception of 
an adequate correlation from all attitudes was 
essentially the work of Morgagni. 

Little is known of Morgagni’s early life, nor of 
his parents, save that they were respectable 
people desirous of having their son receive a 
decent education. Morgagni was born in 1682 
at Forli, a small city néar Bologna, a papal state 
in Romagna. His father died while Morgagni 
was still a child, and the mother assumed the 
responsibility of his up-bringing. Forli was 
fortunately possessed of the advantages for a 
good schooling, and was not far distant from 
Bologna, Ferrara, Florence and Padua. Padua 
was most distant, about seventy-five miles or 
more, but could be reached in a day’s journey. 
Bologna was about half the distance, and since 
it was in the same state there was much more 
intercourse between these two cities than with 
those beyond the state boundaries. It is difficult 
for us to-day to realize fully the difficulties of 
travel which created real barriers against the 
migration of people beyond a short radius from 
their dwellings. Trains and steamboats there 
were none, and our modern method of rapid 
transport had been only a vague imagination in 
the brain of Leonardo da Vinci, two hundred 
years before. Stage or saddle were the only 
alternatives for a journey over roads none too 
well cared for and infested with brigands exacting 
their pseudo-lawful tolls for their quasi-noble 
lords. Agriculture had not cleared the forests 
along the paths and highways between distant 
cities, and industry had not opened up inland 
marts requiring the improvement and protection 
of the roads. No better account may be ob- 
tained of the hardships of overland travel in the 
latter part of the sixteenth century than a perusal 
of the diary of Montaigne. His torture was 
greatly increased by suffering from stone for 
which he refused to be cut. 

At the age of fifteen, Morgagni was sent to 
the University of Bologna, to enter. as a student 
of medicine and philosophy. His studies brought 
him under Valsalva, Albertini, and de Sandris, 
and after three years (1701) of diligent application 
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he graduated with much distinction from both 
faculties. During his studentship he gave much 
attention to the study of anatomy and was 
privileged to serve as prosector for Valsalva, and 
on occasions he even filled in as demonstrator or 
lecturer when the Professor himself was away 
on visits to other cities and universities. His 
friendship with Valsalva appears to have been 
the important stimulus which set him upon the 
right path for scientific investigation. Valsalva 
at the time was occupied in compiling his work 
upon Anatomy and Diseases of the Ear, which was 
published in 1704. Not a little of the anatomical 
dissection for this work was done by Morgagni, 
who after the publication of his master’s volume 
remained so proud of his useful service as to 
preserve the anatomical specimens for future 
reference, showing them to transient visitors as 
late as 1764. These eight or ten happy years 
during which he was associated with Valsalva 
gave Morgagni an unusual insight into the 
situation of medical thought of the time. He 
interested himself not only in anatomy and 
anatomical demonstrations but also in the prac- 
tice of medicine and surgery, for his master was 
widely known for his skill and was called to 
other cities to attend the aristocracy of Italy. 
Furthermore, Morgagni also utilized his time 
to familiarize himself with the writings of con- 
temporaries as well as of ancient authors. It was 
then that he obtained for himself a copy of the 
Sepulchretum Anatomicum by Bonetus. This 
work had been published in 1689, and its author 
was a contemporary of the early life of Morgagni. 
The latter must have been much impressed by 
the Sepulchretum, not only because of the points 
for commendation but also because he found 
many faults and inaccuracies. In the long 
preface to the most important work of his later 
years, De Sedibus et Causis Morborum per Ana- 
tomen Indagatis Morgagni enters upon a heated 
critique of the Sepulchretum, as if the passing of 
sixty years or more since his first reading had 
aggravated his irritation in place of mellowing 
his spirit. From his first reading Morgagni 
decided to publish some work to off-set the 
influence of Bonetus. Through the years to 
come, and while he was engaged in other work, 
the idea of this publication kept revolving in his 
mind, and not until he was an old man beyond 
three score and ten did the idea of its presentation 
as a series of letters crystallize itself. 


While at Bologna, Morgagni became an ex- 


ceedingly popular lecturer, for his cheerful dis- 
position attracted the medical students. He was 
a man of magnetic personality; in physique tall 
and robust, with blue eyes, light skin and hair. 
In character he belonged to the northern Italo- 
Swiss province rather than to the Moorish- 
tempered people of the south. 

At the age of twenty-three Morgagni, with a 
number of associates, undertook the organization 
of a new medical school at Bologna, of which he 
was made president. However for reasons not 
known this venture was soon doomed to failure. 


He then spent a few years in further study at the 
University of Padua and at Venice, but as his 
health had been seriously undermined by his 
intensive devotion to study and work he was 
advised to return to his home city for a period 
of rest. He undertook to carry on some practice, 
and apparently was succeeding very well, but 
was all the time unhappy away from his scien- 
tific pursuits. The improvement in his health 
and the strengthening of his eyesight made him 
feel the limitations of his useful activities the 
more. At the suggestion of his friend Gugliel- 
mini, who was then professor of medicine, he 
returned to Padua, and when on the unexpected 
death of Guglielmini, Vallisneri was appointed 
to succeed him, Morgagni was elected to the 
chair of theoretical medicine (1711). Four years 
later, at the death of Molinetti, he was elevated 
by the senate at Venice to the oldest established 
chair at Padua, as the professor of anatomy, and 
successor to an illustrious line of scholars, in- 
cluding Vesalius, Fallopius, Fabricius, Casserius 
and Spigelius. Attention had been drawn to 
Morgagni through the publication of several of 
his anatomical studies. He became the intimate 
friend of Lancisi, whom he assisted in preparing 
for publication the drawings of Eustachius, which 
appeared in 1714. Even before this he had 
received high commendation for the publication 
of the first part of his own work, the Adversaria 
Anatomica (1706), which was remarkable for its 
originality and for the accuracy of the observa- 
tions. This work had not been planned upon 
any particular scheme, and under his enthusiasms 
continued to grow until five volumes made their 
appearance. The experience of this publication, 
coupled with his conviction that the task under- 
taken by Bonetus in his Sepulchretum could be 
greatly improved upon, led him to slowly evolve 
the plan of the De Sedibus. The plan eventually 
adopted for the publication of the book was that 
it should appear as a series of letters. In his 
own preface he tells us how he came to present 
his work in this fashion. 

He says ‘‘Now, then; in an affair wherein 
every one is concerned, and not only in the 
present, but in future ages; in order to judge more 
easily what may be expected from me alone, and 
how far it is just to expect it, I must by no 
means conceal the circumstance which first gave 
occasion to my writing these books. 

“The anatomical writings of Valsalva being 
already published, and my epistles upon them, it 
accidentally happened that, being retired from 
Padua, as in those early years I was wont fre- 
quently to do in the summer-time, I fell into 
company with a young gentleman of strict 
morals and an excellent disposition, who was 
much given to the study of the sciences, and 
particularly to that of medicine. This young 
gentleman, having read those writings, and those 
letters likewise, every-now-and-then engaged me 
in a discourse, than which nothing could be 
more agreeable to me; I mean, a discourse in 
respect to my preceptors, and in particular 
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Valsalva and Albertini, whose’ methods in the 
art of healing, even the most trifling, he was 
desirous to know: and he even sometimes en- 
quired after my own observations and thoughts 
as well as after theirs. 

‘“‘ And having among other things, as frequently 
happens in conversations, opened my thoughts 
in regard to the Sepulchretum, he never ceased 
to entreat me, by every kind of solicitation, that 
I would apply to this subject in particular; and, 
as I had promised in my little Memoir upon the 
Life of Valsalva, to endeavour that a great 
number of his observations, which were made 
with the same view, should be brought to public 
light, he begged that I would join mine together 
with them, and would shew in both his and mine, 
by example as it were, what I should think 
wanting to complete a new edition of the Sepul- 
chretum, which he, perhaps, if he could engage 
his friends to assist him, would, at some time or 
other, undertake. He also desired that I would 
write in as familiar a manner as I would wish; and 
by this means throw in, at any time, what I had 
said in conversation, of medical conferences, or 
any thing of that kind, which, though never so 
minute, would always be very grateful to him. 

““You ask me what was the effect of his en- 
treaties? I suffered myself to be prevailed upon. 
For you see what he required of me was partly 
what I had promised in that Memoir, and partly 
what I hoped would be of use, if it should turn 
out agreeably to my design; as by being after- 
wards revised and published, it might, some time 
or other, excite persons, far more capable than 
myself, to undertake the same kind of labour. 

“With this view, then, I began, upon returning 
to Padua, to make a trial of that nature, by 
sending some letters to my friend. And that 
he was pleased with them appears from two 
circumstances; the first, that he was continually 
soliciting me to send him more and more after 
that, till he drew me on so far as to the seventieth; 
the second, that when I begged them of him, in 
order to revive their contents, he did not return 
them till he had made me solemnly promise 
that I would not abridge any part thereof.” 

Are we to assume that this is a true statement 
of fact, or is this but the author’s privilege to 
explain in some decent and logical fashion the 
novelty of writing a scientific treatise in a series 
of long and chatty epistles? Few previously had 
had the temerity to publish in such style, and 
surely it required a deal of explanation to apply 
the method to a scientific work. Furthermore, 
it is rather remarkable that, whereas Morgagni 
elsewhere is so meticulously careful to state all 
the facts concerning any point in his presentation, 
he gives us no information upon the identity of 
this mysterious young friend. 

He further tells us that the book had, by its 
' subject matter, naturally divided itself into five 
parts, one of which was dedicated to each of the 
scientific societies of which he had been made a 
member. These five parts consisted of, Book 
one, Diseases of the Head; Book two, Diseases 





of the Thorax; Book three, Diseases of the 
Abdomen; Book four, Diseases Relative to 
Surgery or those which Affect the Whole Body; 
Book five, Upon Things which are Supplement 
to the Four Preceding Books. He states, ‘“‘That 
is to say, as, when a young man, I had not 
omitted to testify publicly, to the first academy of 
sciences which had admitted me, the feelings of 
a grateful mind on that occasion, and had seen 
that testimony received by them with the same 
degree of condescension, wherewith they had 
formerly conferred so many benefits, as are 
mentioned by that very celebrated man Francesco 
Maria Zanotti, who is one of the committee to 
that body, and to the Institution of Sciences at 
Bologna; why should I now, that I am grown 
old, suffer myself to die under the influence of 
ingratitude to five other of the most noble 
academies of sciences in all Europe, which had, 
afterwards, very condescendingly and _ very 
honourably, chosen me into the number of their 
fellows? Therefore, as I had nothing, nor could 
hope to have any-thing, whereby I might shew 
myself to have a grateful sense of their favours, 
in the best manner I was able, unless I should 
depute persons to wait upon each of them, to 
assure them of my gratitude and duty towards 
them, and, at the same time, present them with 
a copy of this work, and request that they would 
each of them accept it, such as it was, with their 
well-known condescension, and consider the 
intention rather than the thing; I did not think 
that I ought to lose such an opportunity. 

‘And that this might be known to all of them, 
it very conveniently happened that the number 
of books into which these letters were naturally, 
and of themselves, divided, exactly corresponded 
to the number of academies; so that I could 
prefix to each of the books that very letter, 
wherein I should signify what I would wish to 
have said to each of these respectable bodies, 
in my name. These letters I have prefixed 
without observing any other order, than that of 
the time in which I was chosen into their cele- 
brated societies; and that they might be the 
more read by every-one, I added several other 
things to the testimonies of a grateful and 
respectful mind, and of those five letters made so 
many prefaces, as it were, in which I might 
demonstrate how great an advantage there is 
arising from the dissections of dead bodies.” 
The societies referred to are the Academy of 
Science of Bologna (1718), Royal Society of 
London (1724), Academy of Science, Paris 
(1731), Imperial Academy of St. Petersburg 
(1735), Academy of Berlin (1754). 

This magnum opus of Morgagni is made up of 
a collection of cases in which the clinical mani- 
festations and autopsy findings are fully given, 
followed by a discussion and interpretation of 
the findings. Numerous references are made to 


the previous literature in which similar subjects 
are discussed. The majority of these cases were 
studied and dissected by himself; others were 
taken from the case records of Valsalva, and a 
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remaining few were obtained from his colleagues. 
The meticulous care with which he reports 
each case, the careful recitation of the clinical 
histories, the exposition of the anatomical 
findings, and the interpretation and discussion 
which is offered at the end of each case 
impresses one with the sincerity of the author 
and his desire to avoid those mistakes which 
he had found in the work of Bonetus. He gives 
credit to those who assisted him and refers 
at every opportunity to the observations of 
others who had preceded him in discovery. Of 
these antecedent authors, the names of Vesalius, 
Valsalva, Bonetus, Lancisi, Ruysch, Fallopius, 
Vallisneri, Boerhaave, Mead, Wepfer, Haller, 
Riolanus and Sanctorius appear frequently. 

Each so-called ‘‘letter” constitutes a chapter 
in the respective books, and is in itself a complete 
and self-contained discussion upon some chosen 
item. The letter frequently begins with a long 
introduction, in a sense an apologia, wherein he 
gives his reasons why the subject should be 
dealt with, or he points out the fallacies which 
have appeared in the Sepulchretum. For ex- 
ample, in Letter lvii, which treats of the Gout 
and other Pains in the Joints, he begins with 
‘“‘T hope you will not be greatly surprised at my 
not treating here of the impediments of lying 
down on the back, or the sides; and producing 
very few observations that relate to gout; when 
you have considered the two next sections of the 
Sepulchretum and the thing itself,’ and so on 
for a page or more before he comes to present 
his own case. The attraction of the reports 
arises when he speaks of his own observations and 
undertakes to weld them into the composite of 
what was known both by the clinician and the 
anatomist. 

The De Sedibus is based upon the presentation 
and analysis of six hundred and forty autopsies, 
each of which is detailed at varying length. He 
introduces the reader to the subject of the 
autopsy with a polished ease, as “‘A pious woman 
of more than forty,’’ or ‘“‘A modest virgin of 
twenty years,” or ‘‘A nobleman of few virtues.” 
and so forth; there pass over the stage of his 
experience, nobles, thieves and dames, princes, 
lawyers and nuns. Each case interests him in 
the details of the clinical history, so that but 
rarely does he recite only the events of the case 
in point but recalls case after case which re- 
sembled this, and even draws from his fund of 
information on comparative pathology. The 
diseases of all domestic animals as well as of birds 
and domestic fowl are known to him. He 
appears to be bubbling over with desire and 
anxiety to leave no morsel of information untold 
and hence the simple case report expands into 
a dissertation. At other times the report em- 
bodies a discussion on treatment, admitting both 
failures and successes. The robust body with 


which he was endowed allowed him to begin his 
monumental work at a time when others are 
ready to retire from their labours; his indomitable 
energy carried him over the tremendous task and 





the high standard which he had set for himself. 
His unfailing memory served to present in his 
final work, the De Sedibus, a finer selection of 
examples than any of his previous publications 
attest. 

The book not only represents an orderly dis- 
play of the records of Morgagni over a long and 
active life, but in it, too, we appreciate the con- 
tributions which he made to medicine and in 
particular to pathological anatomy. His great- 
est interest centres in the vascular system, 
where it is noted that he described angina pectoris, 
but was unable to locate the cause of the con- 
dition. Aneurysm of the aorta receives consider- 
able attention, and not a few cases were en- 
countered. Several of these cases it is stated 
occurred in individuals who had suffered lues 
venerea, and though the relation between the 
conditions appears obvious to us, Morgagni did 
not comment directly upon cause and effect. 
Nevertheless, in Letter lviii he draws attention 
to his previous references where he had noted 
this dual occurrence. Furthermore, in regard to 
syphilis, he was quite familiar with the lesions 
arising in the skin, with the development of 
gummata in the liver. with the localization of 
gummata in the brain, of which his is the first 
description, and of the severe osseous lesions 
which arise in the wake of progressive syphilis. 

Morgagni was also the first to record the symp- 
toms of a case of heart-block, and he identified 
the clinical features of pneumonia with solidifica- 
tion of the lungs, which as he stated resembled the 
consistency of liver and from which we obtained 
the term ‘“‘hepatization.”” Morgagni has given 
good descriptions of tuberculous peritonitis, 
tuberculous pleurisy, tuberculosis of the kidney, 
and tuberculous cavitation of the lungs, but 
here again, in the absence of the knowledge that 
a common causative factor was related to all, he 
failed to grasp the meaning of his own term 
“the tubercle.” Again, by his acquaintance 
with the structure and function of the internal 
ear, he learned to recognize the advance of the 
infectious process in otitis media and mastoiditis 
to the meninges with the production of a menin- 
gitis. He also noted that the cerebral lesion in 
apoplexy is on the side opposite to the muscular 
paralysis. His name has been associated with 
a number of structures as the hydatid of Mor- 
gagni, the sinus of Morgagni, and with the lesion, 
Morgagnian cataract. 

One cannot omit, in a brief discussion of the 
De Sedibus, mention of the remarkable index 
which completes this praiseworthy volume. The 
index is in truth an example of our modern 
cross-index system. There are four indexes. 
The first is an index of the subjects and the order 
in which they are treated. The second is an 
index ‘‘referring to diseases and their symptoms, 
to their external causes, to the different stages of 
life, to the various employments of life and other 
things of similar nature.” The third index is of 
“The preternatural appearances which have been 
observed, both internally and externally, in dead 
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bodies;”’ while the fourth deals with the ‘‘names 
and passages most worthy of notice.” Few 
modern books can boast of an indexing system 
as thorough as this, and in practical application 
reference can be obtained to all variety of findings 
and discussions scattered through this lengthy 
journal. 

Morgagni was a scholar and clear thinker. 
His writings in Latin are in that simple exposition 
that marks the master of the language. His 
mind is always clear as to the subject he is pre- 
senting for discussion, and he never appears at 
a loss to recollect similar examples in the hands 
of his friends or citations in the literature of 
several centuries. His versatility was not con- 
fined to topics in medicine, for we find him 
interested in philology, archeology, history and 
literature, and in his early days at Bologna he 
had published his views on medical education. 

Morgagni stands out in bold relief against the 
drab background of the eighteenth century, but 
it would be unjust to say that his fame became 
the greater because of the sterility of his century. 
There is a forceful purpose in his undertaking, 
and he shows an equal strength in its accom- 
plishment, for which his contemporaries and 
successors do him homage. There were others 
in his time who in their own field attracted wide 
attention, such as Bonetus, Valsalva, Boerhaave, 
Lieutaud, Ruysch, Lancisi and Haller, but each 
of these was confined in his efforts, local in his 


influence, and failed to grasp the larger principle 


of advancing medical knowledge. Bonetus, par- 
ticularly, advanced to the very threshold of 
modern conceptions, but appeared to be so tied 
to the beliefs and formalities of his predecessors 
that he was unable to tear himself away from 
medicine of antiquity. ‘‘Bonetus was a scholar 
without being master, and herein lies the broad 
difference between him and Morgagni.” The 
same distinction seems to separate Morgagni 
from all his contemporaries in medicine. It 
would appear that the reaction was instilled into 
Morgagni in the early years of life, when after 
reading the Sepulchretum he dedicated himself 
to the task of improving upon this work. With 
this promise before him, he collected his materials 
and information over a period of sixty years. 
No doubt the analogous cases in literature were 
noted with greater interest, while discussions 
with his colleagues helped to formulate his final 
form for presentation. 

Morgagni’s life at all times was a singularly 
blessed one. At thirty-three he had made his 
way to the top of his profession. From then 
until his death his researches were practically 
uninterrupted, and nothing occurred to disturb 
the order of his quiet, hard-working habit of 
life; a happy lot, surely, for an investigator and 
teacher. 

Morgagni’s central claim to fame is that, with 
his work, the study of pathology took an un- 
precedented stride forward. Instead of pro- 
ceeding from anatomy to morbid anatomy only, 
Morgagni made the complete leap to patholo- 
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logical anatomy, because his genius “led him to 
connect the external signs of disease with the 
changes of an anatomical nature that were going 
on in the seats of the disease.” This is the 
revolutionary element in his master work, De 
Sedibus et Causis Morborum per Anatomen Inda- 
gatts, which upon its publication in 1761 ren- 
dered all other works of the kind obsolete and 
gave its author, as a crown for his long career, 
the right to the title ‘Father of Modern 
Pathology.” 

The De Sedibus improves upon the Sepul- 
chretum of Bonetus not only in material but also 
in those technical devices which make the 
material available, indexes and references. His 
grasp of the total significance of his work he 
plainly shows in the preface, which is in itself a 
document of no little importance in the history 
of scientific method. This book is not a modern 
work on pathology; Morgagni was denied the 
knowledge of histology which aided later patho- 
logists, and he laid false stress on certain mani- 
festations of disease. Moreover, he was limited 
directly by his realization of the fact of infection 
and his helplessness to combat it, so that ex- 
tensive discussions on such diseases as _ tuber- 
culosis are lacking. 

An important feature of Morgagni’s career is 
indicated in the references already mentioned. 
They point to the growing cosmopolitanism of 
European culture, which was fostered by the 
growth of scientific societies which admitted 
foreigners to fellowship and encouraged inter- 
national exchange of ideas. As we have noted, 
Morgagni was a member of at least five such 
bodies, the Institute of Bologna, the Academy 
of Sciences of Paris, the Royal Society of London, 
the Imperial Academy of St. Petersburg and the 
Academy of Berlin. Added to the prestige 
which these broad connections reflect was the 
cordial interest of senators, kings and popes, by 
whom he was held in esteem. 

A most interesting account of the great man 
is given by Dr. John Morgan, of Philadelphia, in 
his Journal describing a journey from Rome to 
London in 1764. ‘‘Wednesday, July 24, 1764. 
P.M. Went to pay my respects to the celebrated 
Morgagni—Professor of Anatomy at Padua, to 
whom I had letters from Dr. Serrati of Bologna. 
He received me with the greatest politeness 
imaginable and showed me abundant civilities 
with a very good grace. He is now eighty-two 
years of age, yet reads without spectacles and is 
as alert as a man of fifty.” It is a delightful 
meeting between the ancient Italian whose work 
was at an end and rewarded with success, whose 
way had been paved for him in this very city by 
a long line of ardent scholars, and the young 
American about to return to the colonies with a 
vision and a hope, to found public medical 
education in America, but also to be thwarted at 
every step by political events and by the un- 
fairness of his colleagues and friends, so that he 
died at the age of fifty-three a broken man. The 
meeting was skilfully managed by Dr. Morgan, 
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who seemed to have a remarkable faculty for 
meeting people on their own ground and drawing 
forth the traits which revealed the personality. 
The two discussed anatomical preparations and 
Morgan produced a piece of kidney which he had 
carefully carried from Paris where he had injected 
it. Ruysch’s similar work was discussed and the 
ground was broken at once for a fruitful conversa- 
tion. The young colonial was shown much of 
Morgagni’s museum and also his collection of 
portraits of his predecessors at Bologna. One of 
the most interesting passages follows: ‘He 
shewed me likewise many curious preparations of 
the bones of the ear and pointed out ye spur like 
process of the malleus which his master in ana- 
tomy, Valsalva, could never find till he showed 
it to him—also the three semi-circular canals 


separate from all ye other bones with the five: 


holes opening so as to be seen at the same time. 

‘Also all ye organ of earing with the external 
ear, hard and soft parts together freed from all 
ye surrounding hard bone—and 

N.B._ lastly—internal cavity of the ear with 
all ye parts in situ which he had so prepared to 
see ye different bones in their place without 
touching them at all. This he had done partly 
with a file partly with a hard tempered knife like 
adamant and a great deal of patience. 

“‘He had sawed ye cranium in two as usually 
done in dissecting the brain; but acknowledged 
if he had taken ye temporal bone out he could 
work much easier; as the surrounding bones 
would not have impeded ye motion of his hand 
in dissecting.” 

Portraits of two of Morgagni’s eight daughters 
were commented upon during this visit, and 
Morgagni revealed his interest in painting as well 
as in his large family, fifteen in all. The famous 
pathologist must have been pleased with his 
young visitor, who says, ‘‘I presented him with 
my thesis and he was so good as to do me the 
honour of making me a present of his late publica- 
tion two volumes in folio de Sede et Causis 
Morborum—of which there have been three 
different editions within these three years—being 
in ye highest estimation throughout all Europe, 
and all ye copies of the last edition already bought 
up.” Dr. Morgan brought back with him not 
only this gift but also, according to the list of his 
purchases, another copy of the same work, for 
which he paid six pauls, as well as the Epistolz 
Anatomice, and the Opuscula Miscellanea. It 
must be supposed that these played no small part 
in the work of the first medical school on this 
continent. 

So influential a man as Morgagni must have 
had distinguished personal qualities. Although 
not of a family of very high rank, he had patrician 


tastes and patrician dignity. This appeared in 
his urbanity of manner, in his love of art and 
literature, in his friendships. He has been 
accused of undue vanity because he was offended 
when a scientist referred to him in his work 
without prefixing ‘‘illustrissimus” to his name. 
At worst, this trait must have been a mere foible, 
for his lectures were crowded, he was beloved of 
all about him, and before he died the citizens of 
his native town, Forli, erected a bust in his 
honour. 

Inasmuch as Morgagni published his truly 
great work at a very late period in his life, the 
recognition which was properly his was not 
widely accorded until after his death. His con- 
temporaries recognized his able work in anatomy 
and his antecedent relation to Valsalva, as well as 
the fame of his predecessors at Padua, all of which 
gave him a favourable background into which 
the excellence of his academic activities fitted 
very happily. But, save for the reference which 
I have given to the meeting of John Morgan with 
Morgagni, I have found no comment by English 
authors of their visit to Morgagni at Padua, nor 
of their discussion of this master’s work during 
his life-time. The influence of the De Sedibus 
immediately upon publication is seen in the three 
editions of the work appearing within three 
years, and the translation of it into four languages. 
The Alexander translation into English appeared 
in 1769. The influence of the De Sedibus cannot 
be. over-rated and many qualities of this early 
work are carried forward in the pathology of 
to-day. 

WoRKS OF MORGAGNI 


1. ADVERSARIA ANATOMICA. Six parts: I. Bologna, 1706; 
II and III. Padua, 1717; IV, V, VI, Padua, 1719; and 
complete in five volumes, Leyden, 1741, and Bassano, 
1765. This work includes many important researches 
and discoveries in anatomy and was the foundation of 
his early fame. 

2. IN AURELIUM CELSUM ET QUINTUM SERENUM SAMONICUM. 
EPISTOLAK QUATOR. Padua, 1704 and 1721. 

8. Nova INSTITUTIONUM: MEDICARUM IDEA. Padua, 

treatise written on his appointment to the chair of 
theoretical medicine, and indicating the proper methods 
of study in the higher branches of medicine. 

4. DE VITA GUGLIELMINI. Geneva, 1719. A life of Gugliel- 
mini, written to accompany the completed works of that 
physician. 

5. EPISTOLAE ANATOMICAE DvuAE NOVAS OBSERVATIONES ET 
ANIMADVERSIONES COMPLECTENTES QUIBUS ANATOME 
AUGETER. Leyden, 1728. A small book written in 
reference to a disputation with Bianchi on the subject 
of the structure of the liver. The work was edited by 
Boerhaave. 

6. EPISTOLAE ANATOMICAE VIRI QUAE AD SCRIPTA PERTINENT 
VIGENTI CELEB. ANT. MAR. VALSALVAE. 2 vols. Venice, 
1740. 

7. OPUSCULA MISCELLANEA. Leyden, 1763. In this work is 
included an essay on the lachrymal ducts, with others on 
glands and on urinary calculi. 

8. DE SEDIBUS ET CAUSIS MORBORUM PER ANATOMEN 
INDAGATIS. 5 vols. Bassano, 1761. Passed through 10 
editions; 1820 re-edited in Paris by Chaussier and 
Adelon in 8 vols. Translated into English by Dr. 


1712. 


Benjamin Alexander, and published in London in 3 vols. 
in 1769. 
Cooke. 


Later published in 2 vols. by Dr. William 








THE CENTENARY MEETINGS OF THE 
BRITISH MEDICAL ASSOCIATION 


London is too vast a city for any gathering to 
have the intimate quality gained in a smaller 
city, but it has been impossible for the onlooker 
to miss the meetings, and, looking back on the 
proceedings, it has been remarkable how personal 
these have been and how much friendship and 
welcome it has been possible to extend, even 
amidst London’s millions. Even before the first 
session of the Annual Representative meeting 
on July 21st there were “A.A.” signs on various 
lamp-posts to direct motorists to the various halls 
and cars with a yellow label ‘““B.M.A.” began to 
appear. One newspaper opened a discussion on 
whether it was possible to “‘spot’”’ a doctor by 
his face, and after a reporter had spent an amusing 
day photographing specimens the conclusion 
was reached that, as a tribe, the medical pro- 
fession are indistinguishable from the common 
herd. The Annual Representative Meeting— 
the democratic assembly of the Association— 
occupies always the first three or four days of the 
proceedings. This year has seen, as usual, a 
good discussion of various important matters, 
and because at the end of a debate the whole 
matter is referred to the Council it by no means 
follows that the speeches have been wasted, for 
often a strong lead in the discussion indicates 
clearly to the Council what the Association 
really feels on the matter. 


The toll of the roads has attracted some 
attention this year, not only because the motor- 
car is beginning to compete with the most 
virulent bacteria as a cause of death and dis- 
ability but also because the average doctor, called 
upon to treat emergencies in road accident cases, 
is very likely to receive no payment at all or at 
the best sums which by no means cover the cost 
of time and dressings. Another good debate 
took place on the ethical problem of how a 
practitioner intending to begin specialist practice 
should notify the profession of such intention. 
Sealed postal communication was one of the 
methods recommended, together with communi- 
cations on professional subjects to the local division 
of the British Medical Association or to other 
medical organizations. A motion was carried 
by a large majority urging early facilities for 
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general practitioners to treat their patients in 
general hospitals. It was agreed that the Council 
should not present evidence before the Royal 
Commission on Sweepstakes as to the effect of 
hospital sweepstakes upon the policy of the 
Association with regard to hospitals. Another 
subject which attracted attention was the ques- 
tion of abortion, and it was decided to ask the 
Council to consider the setting up of a special 
committee to consider modification of the law 
dealing with abortion. 


These discussions on mundane matters were 
suitably interrupted by the induction of Lord 
Dawson as the new president of the Association 
and the presentation to Dr. Alfred Cox on his 
retirement from the post of Medical Secretary 
after twenty-four years of service. A _ portrait 
of Doctor Cox was presented to the Association 
by Sir Humphry Rolleston, and Sir Ewen Mac- 
lean presented Doctor Cox with a cheque for 
£1,000 and an album containing the names of 
the 5,000 subscribers to the portrait and the 
cheque. 


The pilgrimage to Worcester on Sunday 24th 
was marred by the inclemency of the weather, 
which has not been kind to the visitors to London. 
Nevertheless, some 500 members of the Asso- 
ciation made the journey to that city, first to 
see the unveiling of a memorial tablet to Sir 
Charles Hastings on the old house in which the 
founder lived, and later to the Cathedral where 
Lord Dawson unveiled a stained glass window 
and Bishop Barnes preached a sermon on the 
text from Ecclesiasticus beginning “Honour a 
physician....’, taken from the lesson read by 
the President. The Mayor then gave a reception 
at the Guildhall and an original portrait of Sir 
Charles Hastings was presented to the Association 
by his family. 

The Presidentia! Address at the Queen’s Hall, 
on July 26th, set the tune for the scientific 
proceedings which followed on succeeding days. 
Lord Dawson spoke of the future, urging the 
necessity for a proper understanding of mental 
conditions and recommended the establishment 
of “health hostels’ where patients could be 
trained in correct modes of living. 

The same evening the first of the big social 
functions, the President’s reception at the Albert 
Hall, showed what London could do in such 
matters. The huge arena was a mass of colour, 
the brilliant academic gowns quite outshining 
the feminine dresses. Lord and Lady Dawson 
began receiving their guests at 9 p.m., and, even 
nearly two hours later, had not completed the 
task of dealing with the long file of visitors. 
Every box was packed with parties of guests, 
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while each Dominion or Colony had its special 
loggia for meeting. A pageant of medicine was 
presented by the students and nurses of the 
London Hospitals. After the grey-clad figures 
of Asclepias, Pythagoras, Hippocrates, and Galen 
had entered the arena, Sir Charles Hastings 
appeared, followed by the great figures in British 
history who had advanced the’ art of Medicine 
in the last hundred years. Soon after this, the 
pious founder of the Association seated himself 
in a position of advantage to watch a cabaret 
performance, the most notable contribution of 
the present age to the gaiety of the world! In 
the course of the evening Lord Dawson received 
the portrait of Dr. Alfred Cox on behalf of the 
Association, and the artist had to submit to the 
severe test of seeing his picture and his subject 
scrutinized by many thousands of expert ob- 
servers as they stood side by side. Dancing then 
continued till the small hours of the morning. 

The Centenary Dinner of the Association was 
also held in the Albert Hall, where over 2,000 
assembled on Thursday evening, July 28th. On 
the right of the President sat the Prince of Wales, 
the chief guest of the evening, and among other 
privileged visitors at the top table was Dr. 
Alexander Primrose. The Prince in giving the 
toast of the Association spoke in gracious terms 
of the overseas visitors present, saying that the 
Empire could no more remain in separate units 
in medicine than in the spheres of commerce or 
economics. He referred to his own experiences 
with doctors in many parts of the globe, as a 
result of which he had assimilated so much advice 
that he had now become to some extent his own 
doctor. He spoke of the “strange zeal’ of 
doctors who were for the most part occupied in 
removing the occasion for their professional 
services! Sir Henry Brackenbury replied for the 
Association in his well-known modest and polished 
style. Mr. H. 8. Souttar dealt with the toast 
of the guests, referring to the doctors of the world 
as ambassadors of peace and goodwill, and the 
responses, were made by the Home Secretary, 
Sir Herbert Samuel, in an amusing speech 
mentioning the famous “doctor’s mandate’’, and 
by Sir Henry Newland, President of the Austra- 
lasian College of Surgeons. The scene in the 
Albert Hall was one to be remembered. The 
vast area was packed with tables, while the 
loggias on the same level and the first tier of 
boxes were also utilized. A vast staff of waiters 
served a simple but excellently chosen menu in a 
thoroughly efficient manner, and the whole 
arrangements were splendidly carried out. 

There is no space to record any details of the 
other social functions, which included a dinner 
at the Apothecaries’ Hall, a civic reception by 
the Lord Mayor of London at the Guildhall, 
carried out in the recognized traditions of such 
gatherings, with a notable wealth of ceremonial 
attire; receptions by the College of Physicians, 
the Royal Society of Medicine, the London School 

of Hygiene and Tropical Medicine, and the 
Wellcome Museum among others; a dancé given 





by the Metropolitan Counties Branch at Gros- 
venor House; and a dinner by “The Practitioner” 
to delegates and officers of the Association. 

The Conference of Overseas Representatives 
and Delegates was held on Monday afternoon, 
July 25th, and on the first day of the Represen- 
tative Meeting a luncheon was held to entertain 
the representatives from overseas, under the 
Chairmanship of Dr. E. Kaye Le Fleming, while 
to conclude the gathering on the Saturday a visit 
of fifty overseas delegates, representatives and 
foreign guests, to Bath and East Somerset was 
arranged. 

The Scientific Meetings occupied three morn- 
ings and were divided into twenty-four sections. 
The number of papers read must have reached 
well over a hundred and fifty, and it is obviously 


-impossible to do more than indicate some of the 


most important. In the Section of Medicine 
Prof. E. Mellanby made a strong case against 
the giving of cereals to young infants, because 
of the way in which calcification seemed to be 
hindered. The answer to this was supplied by 
Dr. Alan Brown, of Toronto, in the Section of 
Diseases of Children, in a paper on the rdle of 
vitamins and minerals on growth and resistance 
to disease, in which he described a new cereal 
complete in all these essentials. A discussion in 
the Section of Mental Disorder on mental health 
in relation to education brought out a lot of 
interesting views. Dr. H. Crichton-Miller made 
some strong criticisms of school medical officers 
and teachers who were “devoid of psychological 
insight”’, Dr. Reginald Miller followed this up 
by attacking compulsory daily school attendance 
and examinations, while the Headmaster of 
Lancing College made some derogatory remarks 
about the modern boy. Perhaps one of the 
most valuable discussions of the whole meeting 
took place on the last day when the Oto-laryngo- 
logical Section dealt with the end-results of the 
tonsil and adenoid operation in childhood and 
adolescence. Dr. J. Alison Glover produced 
figures which seemed to show that tonsillectomy 
was disappointing in its results, and his final 
conclusion that ‘‘a large proportion of the tonsil- 
lectomies now done in children are unnecessary, 
entail some risk, and give little or no return,” 
needs serious consideration. 

A final word must be said about the patho- 
logical museum in connection with the scientific 
meetings, which was particularly noteworthy 
this year on account of the McGill University 
exhibit on the development of the heart and the 
clinical classification of congenital heart disease. 
It was a privilege to meet Dr. Maude Abbott 
and hear her demonstrate this unique exhibit. 

Reviewing the whole centenary celebrations it 
will suffice to quote The Times to the effect that 
these ‘“‘were admirably planned and an excellent 
organization of effort secured that the plans were 
carried out in such a way as to give universal 
satisfaction.”” We have lived through a memor- 
able occasion and ‘now look forward ‘to the 
adventure of thé next hundred years. 


THE PRESIDENT’S ADDRESS 
ON 
ONE HUNDRED YEARS AND AFTER* 


By THE Right Hon. Lorp DAwson or PENN, 
P.C., G.C.V.0., K.C.B., M.D., D.Sc., 
D.C.L., LL.D., 


Physician in Ordinary to H.M. the King and 
H.R.H. the Prince of Wales; President 
of the Royal College of Physicians of 
London; Extra Physician to the 
London Hospital 


[After a short historical review of the 
medical art, Lord Dawson proceeded as follows. 
—Ed. ] 

This address does not envisage a recital, still 
less a description of discovery. It rather seeks 
to consider the directions along which know- 
ledge has grown during the century under 
review and the trends of thought and action 
which have thereby resulted. How are the 
problems of the practice of medicine being 
modified on the one hand by this advance of 
knowledge and on the other by the rapid 
changes in material civilization? What is the 
role of medicine in that statesmanship which 
aims at the health and welfare of the people? 
I have tried to keep in mind that I have the 
honour of addressing not only doctors but the 
public. I need the indulgence of both. 


MeEpICAL PROBLEMS OF THE EARLY YEARS 


The opening of the period found medicine 
without as yet the guidance of either physical 
or biological science and at the same time 
faced with problems resulting from profound 
political and social changes. Sir Charles Hast. 
ings founded this Association in the year of 
the great Reform Bill at a time when the 
demands of the industrial age were forcing 
masses of the population into towns unready to 
receive them. The result was misery, ill-health, 
and discontent. 

To consider the then conditions of life 
will make clear the disability and disease 
with which the medical profession had to 
strive. Houses already over-crowded were 
deprived of light by the operation of the 
Window Tax imposed on every extra window 
in a house which indulged in ‘‘one over the 
eight’’ permitted. The smaller dwellings were 
commonly without a supply of water, which 
was distributed by means of standpipes (one 
to some fifteen or more houses), out of which 
water ran for an hour or less three or more 
times in a week. The inhabitants carried the 
water or bought it from carts and stored it in 


*From an advance copy kindly furnished by the 
Editor of the British Medical Journal. 
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vessels. Small wonder that they washed 
neither their houses nor their persons. There 
was a saying that only on entering the world and 
again on leaving it was a citizen well washed. 
Till those days houses were either undrained 
or connected with cesspools; and sewers were 
built. only to carry off water from the land and 
empty it into rivers. As the population rapid- 
ly increased the honeycombs of cesspools be- 
came inadequate and overflowed into and 
saturated the soil. House drainage was then 
for the first time connected to the sewers, with 
the result that the rivers became large open 
cesspools, and if these rivers ran through 
towns the effects were disastrous. In London, 
for instance, the Serpentine became an open 
sewer which drained Kilburn, Paddington and 
Bayswater. Infective diseases ravaged the 
land. One is reminded of Aristotle’s dictum: 
‘*The greatest influence upon health is exerted by 
those things which we most freely and frequently require 


for our existence, and this is especially true of water 
and air.’’ 


During the year of this Association’s birth 
the country was in the throes of a cholera 
epidemic from which the number of deaths in 
England and Wales exceeded 50,000. In 1848 
eholera was responsible for 5,275 deaths in 
London—a mortality of nearly 48 per cent of 
the cases. Typhoid and typhus and diphtheria 
were ever-present perils. The infection of 
wounds, erysipelas, and gangrene made the 
surgical wards of hospitals sources of danger. 

There was still planted in men’s minds the 
idea that epidemic diseases were visitations 
beyond our ken and control and having origin 
in disturbances of earth or sky or in the minds 
of gods—habits of thought little different from 
those belonging to the age of Egyptian 
medicine. A break from this tradition of help- 
lessness came with growing confidence in 
vaccination. In the first two years of Queen 
Victoria’s reign there were 30,000 deaths from 
small-pox in England and Wales, apart from 
numberless people disabled or disfigured. In 
1840 optional vaccination was provided by law, 
and by 1853 the mortality had been reduced 50 
per cent. In 1853 vaccination of infants was 
made compulsory, and by 1863 the mortality 
had been reduced a further 30 per cent. 

The attitude of authority towards epidemics 
is shown by the following minute: 

“* November 11th, 1831.—The Board agreed to take 
precautions against Cholera, along with the Town 


Trustees, Church Burgesses, Magistrates, Surveyors of 
Highways, Church Wardens and Overseers.’’ 


Another minute throws light on the standard 
of nursing: 


‘‘ January 5th, 1849.—Resolved that an advertise- 
ment be inserted in each of the papers to-morrow for a 
nurse who can read and write, or at least read writing, 
and must produce good recommendations as to character 
and ability.’’ 
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THE FERMENT OF NEw KNOWLEDGE 


Altogether for the sick and disabled and for 
those who tended them it was a struggle in the 
darkness with little to lighten the pathway till 
the ‘‘eighties’’ of last century. But during the 
waiting years great minds were working—that 
of Virchow, for example, in cellular pathology, 
of Claude Bernard in physiology, of Bright in 
medicine, Chadwick in sanitation—and in 1859 
the world thought became aglow with the 
publication of the Origin of Species, the first 
edition of which was sold out on the day of 
publication. 

In 1857, Pasteur presented to the Academy 
of Sciences his paper on ‘‘ Alcoholic Fermenta- 
tion,’’ in which he showed that the process was 
a vital one and due to invasion by living 
organisms. Little can he have thought that 
this discovery was the dawn of an era. During 
the early ‘‘sixties’’ he demonstrated the pres- 
ence of bacteria in air, dust and water, the power 
of heat to destroy them, and the sterility of 
media protected from their contamination. 

At this time there went to Glasgow Joseph 
Lister. Seized with the meaning of Pasteur’s 
experiments there came to him the idea that 
germs from outside caused the decomposition 
of wounds. After five years Lister had solved 
the problem of wound infection and modern 
surgery was born. Pasteur and Lister were 
the world’s deliverers. They had followed the 
injunction of Harvey to search out and study 
the secrets of Nature by experiment. 

From 1865 onwards, for six years, Pasteur 
turned his attention to silkworm disease, and 
this, like other of his researches, had the 
stimulus of direct public purpose, for the pre- 
ventive measures he devised saved that in- 
dustry. There were two diseases each of which 
was due to a specific infection. When experi- 
mentally transmitted from worm to worm in 
series the period of incubation of an infection 
was shortened and the virulence increased and 
the worms showed variations in susceptibility 
and resistance. Here light was thrown on the 
problem of infection. Further landmarks on 
the road of knowledge were afforded by 
Pasteur’s researches into epidemic chicken 
cholera. He found that cultures of the or- 
ganism lost their strength with age, and that 
by inoculating fowls with these attenuated 
cultures he conferred on them immunity 
against chicken cholera—in short, he had laid 
the foundation of preventive vaccination. He 
further discovered that this micro-organism 
which was virulent in its effect on fowls was 
mild in guinea-pigs—that whereas fowls were 
very ill and died, the disease produced local 
abscesses but not illness in guinea-pigs. Thus 
the conception of the carrier. 
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Next anthrax; and now on the stage beside 
Pasteur comes Koch—the one a chemist and 
the other a country doctor. Koch first and 
Pasteur later demonstrated the constant pres- 
ence of germs in the blood of animals suffering 
from anthrax; they grew those germs on suit- 
able media outside the body through several 
generations and reproduced the disease in 
animals from the last subculture. There fol- 
lowed the demonstration of preventive inocula- 
tion against anthrax in dramatic manner. 
Twenty-five sheep were vaccinated by attenu- 
ated cultures of anthrax and _ twenty-five 
controls were left unvaccinated. Subsequently 
the whole of the fifty sheep were inoculated 
with a virulent culture of anthrax. The vac- 
cinated sheep all recovered and the non- 
vaccinated all died. 

The climax of Pasteur’s discoveries was the 
cause and prevention of rabies. Here was a 
dread disease, comparatively rare, affecting 
the nervous system, and with a long incubation 
of weeks or even months. By changing the 
seat of inoculation from the skin to the surface 
of the brain he shortened the period of incuba- 
tion from months to weeks. By passing the 
disease from rabbit to rabbit in series he raised 
the virulence of the infection and shortened 
the inoculation period to one week. By keep- 
ing the spinal cords of mortally infected 
rabbits in dry air he found the virus in them 
became attenuated ‘proportionately to the 
length of such preservation. By inoculating 
dogs from these rabbit cords, in doses of 
increasing specific strength, these dogs were 
found to be protected. Then came a dramatic 
happening—a boy from Lorraine bitten badly 
by a mad dog—he was given injections of in- 
creasing strength for nine days. The protective 
virus with its short period of incubation got 
ahead of the mad dog virus with its longer 
incubation period. The boy was saved and thus 
was established the preventive treatment of 
hydrophobia for the benefit of the world. 

This culminating achievement brings us into 
the ‘‘eighties’’ of the last century. Pasteur and 
Lister had given men’s minds a new impulse— 
their thought a new direction—the world a 
new learning—the beginning of it all had been 
Pasteur’s study of the law of fermentation. It 
is interesting to recall that this new learning 
had been rendered possible by the completion 
of the compound microscope by Lister’s father 
in 1830. Yet another association: this year is 
the tercentenary of the birth of Leeuwenhoek, 
creator of the first microscope, and the first 
learned body to recognize this important ad- 
vance was the Royal Society of this country. 

Then the harvest—in 1882 Koch demon- 
strated the tubercle bacillus—an event great in 
itself and in consequence. There followed the 
discovery in rapid succession of the causal 
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germs of typhoid, diphtheria, cholera, tetanus,* 
plague, pneumonia, gonorrhea. Nor must we 
forget the discovery of the causal germ of 
Mediterranean fever by Bruce. The position of 
bacteriology had become commanding and 
caused the dry bones of pathology to live. 

Besides Pasteur stands the figure of Manson, 
the ‘‘ Father of Tropical Medicine.’’ Alone and 
unaided at Amoy in 1877 he demonstrated the 
periodicity of filarie in the blood (first dis- 
eovered by Timothy Rees)—their numbers in- 
creasing till midnight and disappearing by noon. 
He was the first in 1879 to perceive the role 
of the blood-sucking insect. With only meagre 
apparatus and after months of work he ulti- 
mately succeeded in tracing the filaria through 
the stomach wall of the mosquito, and thence 
into its thoracic muscles, and he observed that 
during its passage the little parasite increased 
enormously in size; it developed a mouth, an 
alimentary canal, and other organs, and he says 
‘‘manifestly it was on the road to a new human 
host.’’ Listen next to his prophetic words in a 
letter to Cobbold in June, 1879—and please 
note these dates: 

‘‘This is a striking and most suggestive fact, and 
in connexion with it one might be tempted to speculate 
on the causes of the periodicity of malarial fevers. It is 
marvellous how nature has adapted the habits of the 
filariae to those of the mosquito. The embryos are in the 
blood just at the time the mosquito selects for feeding.’’ 
The malarial parasite was in fact demonstrated 
a year later (1880) by Laveran—a young 
Frenchman—but this discovery fell upon stony 
ground. Even in 1893 Ross writing in the 
Indian Medical Gazette speaks of ‘‘the supposed 
hematozoon.’’ Then in 1897 Manson demon- 
strated to Ross in London the malarial parasite 
and its crescents. As a result ‘‘Ross not only 
went in with the few who received Manson’s 
theory with joy,’’ but became the convinced 
adherent who voluntarily undertook the labours 
of demonstrating its fundamental truth and in 
the event gave it the perfect precision it had 
hitherto lacked. Years later, in 1909, when 
vacating the presidential chair of the Society of 
Tropical Medicine, Manson with characteristic 
largeness of heart claimed credit for himself 
‘‘not so much for having formulated the mos- 
quito-malaria theory as for having discovered 
Ronald Ross.’’ 

Following Manson’s vision of insect-borne 
diseases the road of discovery opened out. Bruce 
was the first to demonstrate the transmission by 
an insect of a protozoal disease—namely, the 
tsetse fly as the conveyor of nagana disease in 
cattle; Ross demonstrated the transmission of 
malaria by the mosquito; and by 1900 yellow 
fever, one of the world’s worst scourges, had 
been shown beyond peradventure, by a commis- 





* To Kitasato in 1889 we are indebted for obtaining 
the tetanus bacillus in pure culture, and, with Behring, 
for antitetanic serum. 
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sion in Cuba, to be similarly conveyed. David 
Bruce correlated the tsetse fly with sleeping 
sickness: the cause and transmission of amebic 
dysentery became known, and in 1905 came the 
discovery of the spirochete of syphilis by 
Schaudinn. | 

The knowledge of bacterial and protozoal dis- 
eases achieved in the closing years of the nine- 
teenth century was soon to be put to valuable 
test. Pestilence had played a large part in de- 
feating past attempts to build the Panama 
Canal, so when the United States undertook that 
project in 1904 it first established a health ad- 
ministration under General Gorgas. In two 
years the mortality amongst the workers was 
reduced by two-thirds. Yellow fever had been 
banished and dysentery was under control—al- 
together an example of statesmanship directed 
by medical knowledge. 


THE ACCEPTANCE OF NEW TRUTHS 


It is interesting to reflect on the varying de- 
grees of difficulty which new truths have to 
encounter. In retrospect, one wonders at the 
want of receptiveness in men’s minds. That the 
discovery of the anthrax bacillus in the blood 
of patients roused men’s minds while the pre- 
vious discoveries in the blood of the malarial 
parasite (1880) and of the spirillum in relapsing 
fever (1873) were but little noticed is an in- 
stance of how the implantation of truth depends 
not only on its discovery, but on the readiness 
of men’s minds to receive it. 

The history of anesthesia affords a striking 
example of how long truth may remain unheed- 
ed. The anesthetic properties of nitrous oxide 
were described by Humphry Davy in 1800 and 
those of ether by Faraday in 1818. Hickman 
tried in both England and France in the years 
1824 to 1828 to secure consideration for anes- 
thesia as a practice. Yet despite repeated 
stimuli the imagination of the medical world 
remained untouched. To the year 1844 does not 
belong the discovery of anesthesia but its ac- 
ceptance—nearly half a century after the birth 
of the idea. 

On the other hand, it cannot be said that the 
acceptance of the infective theory of disease 
and its meanings lingered unduly, and this was 
no doubt due in large measure to the qualities 
of character of its apostles. Pasteur had to 
dissolve long-established belief and he did it by 
a notable quality of appeal. From his genius 
came a revelation which time is still unfolding. 
Lister had not only to win men’s minds but 
conquer the fixed habits of a craft and he did 
it with a patience only equalled by his per- 
sistenece. Nevertheless a generation of disciples 
bred in its methods was needed to bring his 
teaching to fruition. Even he from the heights 
of Pisgah saw but dimly the promised land— 
neither encompassing the surgery nor perform- 
ing the operations which his own discoveries had 
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rendered possible. The beauty of Lister’s char- 
acter is illustrated in a letter he wrote to 
Pasteur in 1874: 

‘* Allow me to take this opportunity to tender you 
my most cordial thanks for having by your brilliant 
researches demonstrated to me the truth of the germ 
theory of putrefaction, and thus furnished me with the 
principle upon which alone the antiseptic system can be 
carried out. Should you at any time visit Edinburgh, 
it would, I believe, give you sincere gratification to see 
at our hospital how largely mankind is being benefited 
by your labours.’’ 

Thus with the early years of this century the 
craft of surgery, never lacking in technical skill, 
was set free and with results fruitful of great 
benefit to mankind. It has lately been stated 
with authority* that the craft of surgery had 
‘‘almost reached the end of its progress along 
the lines which so far it has followed,‘‘ that 
“‘the full fruits of Lister’s work have now been 
garnered,’’ and that with operations now carried 
out upon every organ in the body little further 
success can be expected. This gives me to 
wonder and to think. Surely surgery had not 
reached so gloomy a finality. ‘‘Life is short 
but Art is long.’’ Listerism which freed surgery 
of its chains is surely a great permanent posses- 
sion which conditions all progress but without 
determining the nature or limit of that progress. 

On the other hand, has not the extension of 
the field of surgery been determined by the 
growth of knowledge derived from physiology 
and pathology and by improvements in tech- 
nique? The researches of Pavlov gave inspira- 
tion to the surgery of the alimentary tract, and 
radiology and chemistry have been increasingly 
reliable guides. The change is not in facts but 
in habits of thought. At the beginning of this 
century when surgery took possession of the 
freedom Lister bestowed upon it, there was a 
bound ahead and with it an exuberance of craft 
which was sometimes forgetful of physiology 
and wider clinical considerations. That detach- 
ment has passed and surgery has come back into 
the fold of medical knowledge. And has not the 
eraft of surgery large fields yet to conquer? 
There come to my mind the thorax, the arteries, 
the nervous system, and the ductless glands, as 
examples which are on the threshold of their 
possibilities, whether of purpose or technique. 


CHEMISTRY AND PHysICS IN THE SERVICE OF 
MEDICINE . 

In the present century physics and chemistry 
in linkage with physiology have taken pride of 
place in their services to medical knowledge. 
The growth of the science and eraft of radiology 
following Roentgen’s discovery in 1895 and the 
development of radium therapy have been fea- 
tures of the present century. 


* Romanes Lecture (1932) by Lord Moynihan. A 
similar view was expressed by Professor Erichsen in his 
introductory address at University College, London, in 
1873. 





Biochemistry gives us the means of quantita- 
tive assessment. It enables us to measure the 
normal processes of metabolism and learn full 
early of their departure from the standard of 
health. The estimation of the nitrogenous 
bodies in the blood has proved of great help in 
prognosis and treatment of kidney disease, while 
detection of a fall in the protein content of the 
plasma bespeaks the imminence of dropsy. The 
power to estimate sugar has rendered rational 
and exact the treatment of diabetes; and the 
chemistry of calcium has opened up a new field 
in clinical medicine. Indeed biochemistry, of 
which England is so proud, will be more and 
more a guiding star of progress. 

A word on the aid which chemistry has 
afforded to therapeutics. It is giving us the 
active principles of long and well established 
remedies and so helping us to precision. It 
has provided us with invaluable synthetic 
anodynes, hypnotics, and sedatives — much 
needed in this hustling, nerve-racking world. 
Not least of its gifts are the means of inducing 
sleep and content as a prelude to anesthesia— 
though we still await with hope an anodyne, 
local or general, which will ensure enduring 
freedom from pain, for there is no more power- 
ful means of healing than the assuagement of 
pain and the lure of forgetfulness. Chemistry 
is further giving us specific remedies, the chief. 
of which belong to the dyes and compounds of 
arsenic. Trypan blue, the substance known as 
205, and its derivative 307, cure or control 
trypanosomiasis — thus conferring benefits on 
those who have to inhabit the vast districts 
ravaged by the tsetse fly. The cure of syphilis 
by arsenic and the discovery of its causal 
spirochete are alike achievements of the 
present century.. Pernicious anemia, until re- 
cently a fatal malady, has, by the discovery of 
the anti-anemiec factor in liver and stomach by 
Minot and his colleagues, been converted into 
a simple deficiency disease. 

ULTRA-VIOLET Rays: VITAMINS 

Though sunlight therapy dates back to 
Hippocrates its scientific application and that 
of artificially produced ultra-violet rays belong 
to the last twenty-four years. The treatment 
of tuberculous bones and joints by sunlight and 
immobilization has wrought wonders, and as in 
the case of phthisis has achieved an even 
greater good by the habits it has engendered 
among the healthy, for every patient cured be- 
comes an apostle of light and air, often to the 
distress of his or her family. 

One great interest attaching to these rays 
belongs to rickets. Here is a disease (a vital 
change) associated with deficiency of calcium. 
The ultra-violet rays produce, by their effects 
on the ergosterol in the skin, the vitamin D, 
which restores that deficiency. Here then are 
physical, chemical, and physiological events in 
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causal sequence. The unfolding of the story of 
the antirachitic vitamin is a romance and a 
triumph of the experimental method for which 
this country deserves the chief credit. The 
isolation of this vitamin in crystalline form has 
been accomplished and the erystalline calciferol 
is so potent that it has 400,000 times the value 
of an equal weight of cod-liver oil,* and one 
ounce of it could produce the necessary daily 
ration for a million children—truly the ‘‘little 
leaven.’’ A practical application of vitamin 
D to the formation of the growth of healthy 
teeth in children and prevention of their decay 
initiated by Mrs. Mellanby gives promise of 
far-reaching results in the promotion of the 
health of the coming generation. 

There are now seven vitamins known, each 
of which is related to some indispensable 
function. They activate chemical changes 
within the tissues that underlie nutrition, on 
the study of which hang national issues. As 
regards the body, vitamins are imports, where- 
as hormones are home-grown products manu- 
factured by the glands and disbursed by them 
into the blood stream. 


HorRMONES 


These bodies have a definite chemical com- 
position, and like vitamins are potent in minute 
doses and are selective in their actions. They 
are produced as required by ductless glands, 
are carried by the blood, do their work and 
disappear. Some of them are relatively simple 
in their action. Thus secretin (described by 
Starling, to whom we owe the first description 
and conception of these bodies) has the rela- 
tively simple réle of a chemical reflex. The 
formation of secretin having been provoked by 
the appearance of acid chyme in the duodenum, 
it is absorbed into the blood, travels to the 
pancreas and liver and evokes the secretion of 


their digestive juices, and disappears. Again, 


the minute parathyroid glands, each measuring 
no more than 6 by 4 millimetres, have a rela- 
tively limited function in maintaining the level 
of lime salts in the blood. Let them be re- 
moved, the calcium content falls and tetany 
appears. Administration of parathyroid ex- 
tract restores the calcium level and cures the 
tetany. Let these glands become overactive 
and the bones of the skeleton lose their calcium 
support and fractures ensue. 

The suprarenal glands, regarded by the 
ancients as having miraculous powers, de- 
scribed by Eustachius in 1543 and by Addison 
from the clinical standpoint in 1835, are now 
known to produce two hormones—adrenaline 
from the medulla and eucortone from the 
cortex. It is of interest to note that an 
adrenaline-like substance is produced at the 


* Report of the Medical Research Council, 1930-1, 
p. 10. — 
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peripheral sympathetic nerve endings either by 
direct stimulation or by emotion.* The remark- 
able results which follow the administration of 
eucortone in Addison’s disease more than 
suggest that yet another fatal disease has been 
mastered and a substitution therapy realized.t 

Some of the internal glands have a wider 
range of activity and extend their influence 
over the mind and character. Have too much 
thyroid gland: the fires of life burn too fast 
and easily, the mind is too impressionable and 
meets life’s troubles more than half-way, as 
shown by the staring eyes, the trembling 
hands, and the palpitating heart. Remove a 
portion of this thyroid gland and the wheels of 
life move with more smoothness and content. 
Possess too little thyroid gland: the fires of 
life become a smoulder, you are cold in body 
and mind, you are a dullard in feeling and 
appearance, slow in thought, word, and deed; 
you may hardly have a soul. Then take 
thyroid extract and once more you feel—and 
look—human. The active principle of the 
thyroid extract—namely, thyroxine—thus de- 
termines our weal or woe by its quantitative 
gradation and those mental and emotional 
qualities which make or mar us. We are here 
also brought in contact with problems of con- 
duct and self-determination. 

But surely the pituitary is the wonder world 
of the ductless glands. This structure, consist- 
ing of two lobes and set in the base of the 
skull, though weighing not more than three- 
quarters of a gram, in a special sense presides 
over our destiny. The anterior lobe is the 
source of no fewer than four hormones which 
are concerned with growth, metabolism, and 
sex activity. The posterior lobe is the source 
of two hormones which are concerned with 
vasoconstriction and (in the pregnant woman) 
with parturition. I will restrict my attention 
to the sex hormones of the pituitary gland, 
and consider with them the hormones of the 
ovary and testicle, because the harvest of new 
knowledge gathered in increasing measure with 
succeeding years is giving indications, not only 
of clinical usefulness, but of influence on 
scientific thought and sociological reactions. 

The ovary produces two hormones, one from 
the ovarian follicle (cestrin) concerned with 
ovulation and cestrus and the other from the 
corpus luteum (progestin) which prepares the 
uterine mucosa for the reception and retention 
of the fertilized ovum. With failure of this 
secretion, progestin, the embryo does not be- 
come fixed in the uterus and dies. But both 
these ovarian hormones are mobilized by the 
over-riding influence of the anterior pituitary 
hormone, prolan. Transplantation of a piece of 


* Dale. 


+t Swingle and Pfiffner, 1930; Theodore Thompson, 
Lancet, July, 1932. 
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the anterior pituitary body will by stimulating 
the cstrin hormone render, after the lapse of 
three or four days, an infantile female rodent 
sex-active and sex-attractive, thus pushing for- 
ward its sex maturity. From the posterior lobe 
of the pituitary gland comes besides the vaso- 
pressor extract a hormone (oxytoxin) which by 
stimulating the pregnant uterus initiates par- 
turition. In this the originating influence is 
thought to be the ovarian hormone (estrin), 
which sensitizes the uterus to the action of the 
posterior pituitary. 

Here then is a wonderful kingdom over 
which the minute pituitary gland rules en- 
throned in the middle of the skull. This gland 
presides over the destinies of ourselves and our 
descendants. The anterior lobe influences our 
growth and our sex—its dominance and degree. 
Without it—no sex desire—no conception; 
without the posterior lobe—no parturition. 
Perhaps Descartes was not far afield when he 
placed the soul in the pineal gland. 

Further, the female sex hormone has been 
obtained in crystalline form from the urine of 
pregnant women and has a chemical structure 
represented by C,,H,,O,, and one forty-millionth 
part of a gram of this pure substance produces 
cestrus in the mouse; and last year we learned 
that the male hormone had also been crystallized 
and has a probable formula of C,,H,,0,, and 
one ten-millionth of a gram of this substance is 
active and provokes marked comb growth in 
capons.* It is truly wonderful that so apparent- 
ly slight a difference in the chemical structure 
of the male and female hormones should carry 
with it so vast a physiological distinction. 


‘*Oh the little more and how much it is! 
And the little less, and what worlds away! ’’ 


This expanding volume of knowledge must in 
time make clearer certain problems of sex in 
health and disease. Further, it perhaps fore- 
shadows the time when sex perversion will belong 
more to pathology than to crime and require 
medical as well as legal handling. 

There is evidence that even in the individual 
‘eell the action of oxygen is regulated by an 
activating factor or catalyst. In therapeutics 
too we think of a remedy as being provocative 
of change without sharing in it and perhaps 
breaking up after its provocative message has 
been delivered. That a vitamin or hormone can 
in minute quantity produce so extensive a physi- 
ological change suggests that it is determinant 
of, rather than a partner in, that change. The 
material units in germ or sperm—the chromo- 
somes, which are concerned with inherited char- 
acters—are determinants which influence, rather 
than particles which participate. This dynamic 
conception suggests means of accord between 


* Tribute is due to biochemists for these advances in 
knowledge, and especially to the young German chemist 
Butenandt. 
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processes of body and mind with both of which 
doctors are concerned. Maybe, the hormone is 
a go-between —a physical embodiment of in- 
fluence. 

To revert to bacteriology—the knowledge of 
immunity foreshadowed by Edward Jenner, 
established by Pasteur—rationalized by Ehrlich 
and others has grown and extended. In this 
country the mantle rests on the shoulders of 
Almroth Wright, who has enriched medicine not 
only by his discoveries but by provocative 
thought. The study of immunity brings us to 
realize how remedy lies within man himself—a 
potential energy which becomes kinetic in the 
face of the foe. Such remedy is aroused by 
external stimuli; true it may be temporarily 
replaced by serum, but its origin and its power 
must come from within the tissues of the body. 
So it is with the hormone or the vitamin which 
is a determinant of rather than a partner in 
bodily reaction. If I may be tempted to make 
a parallel not complete, but adequate, a study 
of the body politic suggests that there is within 
it a power of recuperation which is called forth 
by morbid social processes. Of this it would be 
easy to produce examples from the life of to-day. 
The reaction of immunity may be provoked and 
encouraged from without by a process of pro- 
gressive stimulation, but salvation lies within 
the organism itself—‘‘Behold, the Kingdom of 
God is within you.’’ How great a confidence 
does such an ordering of things inspire! 


THE Virus DISEASES 


Certain diseases of man, animals, and plants 
are caused by particulate organisms so minute 
as to be (most of them) invisible under the 
microscope and passable through filters which 
eatch bacteria. I may give as examples: in man, 
measles, small-pox, infantile paralysis; in ani- 
mals, foot-and-mouth disease and dog distemper ; 
in plants, tobacco and banana diseases. These 
viruses are specific and multiply in the bodies 
of their hosts; some are highly contagious; some 
are transferable from the sick to the healthy by 
insects. 

In size the ‘‘virus’’ organisms would appear 
to begin where the hitherto known bacteria end, 
their varieties tapering away into intangibility. 
It is their smallness which taxes not only our 
resources but our comprehension. We might 
even think of their size in terms of molecules. 
But history is repeating itself, and as histology 
and bacteriology needed for their being the com- 
pletion of the compound microscope in 1830, so 
developments in the science of optics are aiding 
the study of the viruses to-day. By the use of 
the short ultra-violet rays and quartz instead 
of glass virus organisms have been photographed 
and measured. 

Do not viruses in essentials ‘‘live and move 
and have their being’’ much as do visible patho- 
genie microbes? 


ce 





THE ART OF HEALING 


The art of medicine embraces the understand- 
ing of illness no less than the morbid process, 
and if the physical and biological sciences are 
given a too exclusive attention they are apt to 
give to medical thought a too pronounced ob- 
jectivity. We welcome their guidance and even 
their chastening, but we have to be naturalists 
as well: we need to take count of the whole man. 

What of personality and its infinite variety ? 
What of environment? In these days when dis- 
eases of invasion are receding and diseases of 
stress loom larger both these factors receive 
accentuated importance. A man’s physical and 
mental make-up — his inborn trends — play no 
small part in the clinical picture he presents. 
To take simple examples—in similar circum- 
stances of stress one type of man will get hyper- 
chlorhydria, hypertonic stomach, and it may be 
duodenal ulcer, while another man gets hypo- 
chlorhydria and an atonic stomach. Some peo- 
ple are born with achlorhydria and its attendant 
disadvantages. Again one type of man develops 
high blood pressure, while another type in like 
conditions develops low blood pressure. And so 
with the mind; its make-up, both inherited and 
acquired, may colour or even confuse the picture 
presented by a physical illness. The latter may 
release some buried or suppressed emotional ex- 
perience which in its turn will produce further 
physical reactions. To effect a cure both aspects 
of the illness must be studied. This wider com- 
prehension demanded of medicine may be set 
forth by an illustration. 

Given a business man—efficient, impression- 
able, courageous: his parents brought him up in 
the cold shades of virtue and not in the sunshine 
of the understanding heart, so he had learnt 
repression, not self-expression. He gets over- 
worked, loses confidence in himself, doubts the 
rightness of his caleulations and decisions, 
suffers self-depreciation, anxiety, insomnia; and 
all this hidden behind an outward appearance 
of carrying on cheerfully. At this point the 
stress may take effect in one of several direc- 
tions. For instance, it may knock out the 
nervous system regulating the intestine. The 
diagnosis is ‘‘colitis’’; he is satisfied—‘‘Here is 
the cause of my troubles—a microbe in my 
intestine.’’ If the microbe is not crushed very 
soon and the illness lingers, he is told he is 
‘‘nervy’’. This causes a pang of self-reproach ; 
he retires into his shell, his colitis gets worse, 
and he drags on until, we hope, he meets a 
doctor with a more comprehensive outlook. 

Pervading these problems there is a funda- 
mental error of thought—namely, that disturb- 
ances of your mind are under your control and 
are therefore your fault, whereas disturbances 
of your body are not under your control and 
are therefore your misfortune. This false 
doctrine of control, and all the perversions of 
the doctrine of free will with which it has long 
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been entangled, is responsible for much faulty 
thinking and human suffering. Self-control 
can be bought too dearly or sought where it ill 
belongs. ; 


And next as to treatment of these complex 
eases. Apart from remedies which are specific 
and those which assuage pain and assist relaxa- 
tion and sleep, efficient treatment lies in com- 
prehensive diagnosis. It is sometimes only 
necessary to explain an illness for the patient 
to cure himself. Let the doctor understand the 
component parts of the picture and explain 
faulty trends of thought and feeling and their 
relation to bodily function. Thus restoration 
of perspective and reassurance will follow and 
the patient will be put on the road towards 
health. True, the faults and errors may be too 
ingrained for remedy by a single readjustment ; 
then the treatment becomes educative, and 
needs the discerning mind, reasoning which is 
persuasive, and those further gifts of the 
teacher—the power to give from himself under- 
standing and confidence, and this the more 
effectively because unwittingly. It is far easier 
to prescribe medicine than to give the patient 
healing. 


KinsHie BETWEEN MEDICINE AND EDUCATION 


This increasing kinship between medicine 
and education leads to further reflections. 
Our public medical services and the various 
voluntary agencies which have the same ob- 
jective should be judged even more by what 
they teach than by what they provide. The 
infant and child welfare clinics and the school 
medical services respond to this test. They 
have given parents not only help but vision of 
better things, and have stimulated individual 
effort. And does not medicine teach this to 
be the touchstone of sound state-craft? Health 
like healing comes in last resort from within. 
Stimulation and assistance from without—yes; 
but such must not replace or outpace the 
integrating process within. If they do, there 
follows a negative phase of inertia and a 
paralysis of that individual endeavour on which 
depends the onward march of the organism. 
Has not latter-day statesmanship fallen into 
this error? 


Ways AND MEANS 


There is now alike ability and desire to 
investigate illness in its early or potential 
stage, and this aim of constructive health has 
increasing support from the public. We see it 
on the preventive side in the work of the 
Industrial Health Board by means of which the 
misfitting of the worker to his task with its 
tale of ill-health and unhappiness is avoided or 
ameliorated; stress of body and mind and the 
balance between effort and relaxation are 
studied, to the advantage of the work and the 
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contentment of the worker. Many large firms 
have welfare organizations on similar lines. 

Persisting deviations from fitness require 
investigation. Hospitals and clinics will be 
needed for every class of citizen. There in- 
vestigations can be made and results marshalled 
and at less cost. Care will need to be taken 
that general practitioners do not become 
separated from their patients when the latter 
enter hospitals, for such would damage pro- 
fessional efficiency, to the disadvantage of the 
public. 

When the nature of the defects is disclosed 
the mere giving of medicines will often accom- 
plish but little. What the patient-wants is 
regimen and re-education in methods of living; 
treatment, it may be by diet, physiotherapy, 
and relaxation under controlled observation. 
Such treatment or education of the man and 
his tissues might take several weeks, and in 
most instances it would be advantageous for 
such patients to continue their ordinary voca- 
tions. We need a new type of institution— 
distinct from hospital provision— namely, a 
Health Hostel. Examples flow from any physi- 
cian’s experience. Overweight—the man of 40 
getting a fat body and a fat head, who avows 
himself a small eater, yet is clogged with his 
own metabolic products; the man becoming set 
about the neck and waist, who turns his body 
slowly rather than his head and eyes quickly, 
or who is bluish and breathless, losing his rib 
movements, and wants to ‘‘stay put.’’ Then the 
various gastro-intestinal victims who need to 
be taught how to eat, how to digest, and to 
regulate their bowels, and perhaps to be cured 
of their ‘‘conscious abdomens.’’ Then, again, 
the patient in the early diabetic stage, where 
not only himself but his wife needs instruction 
in food calories and cooking, and it may be in 
the administration of insulin. All such and 
many more need for a space a designed en- 
vironment; they require education but under 
the conditions of their working life. Such 
institutions must have a kitchen under a 
trained dietitian, and a physicotherapeutic de- 
partment; skilled control, but no cults or fads. 
It would prevent disease in untold measure 
and would be self-supporting and even profit- 
able. The cost to the individual might where 
necessary be defrayed out of that comprehen- 
sive sickness insurance scheme which we wait 
long and wearily for the vision and construc- 
tive ability of the insurance companies to 
provide. 


EDUCATION IN HEALTH 


The good of the people demands education 
in matters of health. Would it not be possible 
for the medical faculty of a university to 
include among its functions the provision of 
approved health lectures when such are 
demanded by the districts within the area of 





its influence? In this way sound educational 
standards would be maintained—fads and 
fancies avoided. The objective of such teach- 
ing should be a knowledge of health with only 
incidental or illustrative reference to disease. 
The result would be great saving of illness and 
therefore in a few years of expense. Medical 
insurance costs employers, employed, and the 
State 36 millions of pounds a year. Not the 
least advantage of education would be to dis- 
sipate belief in the magical with its false gods, 
and to ineuleate belief in the reign of law and 
its close pursuance as the only way: 


‘Spells? Mistrust them. 
Mind is the spell which governs earth and heaven.’’ 


RESEARCH 


Nature will not yield her secrets on demand, 
nor can discovery be bought. You can decide 
a path of inquiry, but neither its end nor its 
exact direction. Our aim should be to secure 
the men—to enable those possessing the ability 
and while still young to live free of anxiety so 
as to seek out the secrets of Nature. The 
medical sciences are so embracing that their 
pursuit yields results beyond those of direct 
human application. I need only instance the 
study of genetics or that of: virus disease. 
Take foot-and-mouth disease and diseases of 
potatoes and bananas. These concern not only 
our food but by their ravages involve the loss 
of vast sums of money. 

In this country the quest for new knowledge 
is to be found in all and varied quarters, and 
a rich harvest is being gathered. The Medical 
Research Council is doing a great service in 
supporting and directing efforts wheresoever 
they come, and it maintains contacts between 
workers and between the institutions to which 
they belong. There is however need for 
further coordination among bodies which re- 
present varied aspects of medical knowledge 
such as the basic sciences, medicine, surgery, 
obstetrics, education, and administration. It is 
a reproach against our profession that we do 
not establish means of giving collective advice 
when the art of government depends increas- 
ingly on our knowledge. Gods on Olympus, 
however wise, cannot in detachment represent 
collective authority. Corporate advice could 
be forthcoming only if there existed the means 
for its expression. To the hackneyed saying 
that ‘‘doctors always differ’’ let me reply that 
the vain repetition of error does not convert it 
into truth. In fact there is no sphere of learn- 
ing in which consensus on matters of importance 
is so forthcoming as in that of medicine. Con- 
trast with it, for example, economies or polities, 
and recall the confusion of tongues over the cure 
of our post-war afflictions—and it is an intel- 
lectual exercise and even a treat to hear one 
court of law upset the decision of another. 





CONCLUSION 


If we look back, what a panorama presents 
itself during the life of this Association; and 
never was there greater promise that the ad- 
vancing front of knowledge will ‘‘make one 
music as before, but vaster.’’ 

Pursuit of knowledge in the medical sciences 
not only brings results prolific of benefit to 
mankind, maybe by adding to life’s quality or 
lightening the burden of suffering, but its very 
pursuit makes doctors of every nationality and 
clime into comrades who, animated by the same 
ideals, think and work together—the gold of 
endeavour without the alloy of conflict. Does 
not this distinguished gathering of guests, 
whom I am so proud and happy in your name 
to welcome, bear witness? Be it remembered, 
there burns in our temple not only the lamp 
of reason but the lamp of service. These 
together betoken the qualities of wisdom and 
the understanding heart, and that desire to 
know ‘‘ Who is my neighbour?’’ which gives to 
life its savour and to humanity its hope and 
purpose. 


Provincial Association Wotes 


THE MANITOBA MEDICAL 
ASSOCIATION 


The annual meeting of the Manitoba Medical 
Association will be held at the Royal Alexandra 
Hotel, Winnipeg, on September 8th, 9th and 
10th. Visiting speakers include Drs. W. E. 
Gallie and W. B. Hendrie, of Toronto; Dr. 
Geo. C. Hale and Prof. F. R. Millar, of London, 
Ont.; and Dr. W. A. Fansler, of Minneapolis, 
Minn. In addition papers and clinics will be 
given by Drs. A. C. Abbott, O. S. Waugh, John 
Hillsman, B. J. Brandson, John Brodie, F. G. 
McGuinness, A. T. Mathers and G. W. Fletcher, 
of Winnipeg. 


en 


THE NEW BRUNSWICK MEDICAL 
SOCIETY 


The New Brunswick Medical Society held its 
annual meeting at Moncton, July 12th and 13th, 
when the following program was presented :— 
Dr. J. W. Ross, Toronto, ‘‘ Indications for surgi- 
eal treatment in diseases of the biliary tract.’’ 
Discussion was opened by Dr. A. R. Landry, 
Moncton. Dr. H. A. Farris, Saint John, 
‘‘Modern treatment of heart disease.’’ Discus- 
sion opened by Dr. J. B. MacKenzie, Loggie- 
ville. Dr. J. A. Nutter, Montreal, ‘‘Feet’’. 
Discussion opened by Dr. C. J. Venoit, Bathurst. 
Dr. Allan Cunningham, Halifax, ‘‘The Cinder- 
ella of the medical sciences.’’ Discussion opened 
by Dr. Van Wart, of Fredericton. Dr. Léon 
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Gérin-Lajoie, Montreal, ‘‘Ectopie pregnancy— 
Diagnostic points’’. Discussion opened by Dr. 
W. E. Gray, Milltown. Dr. I. M. Rabinowitch, 
Montreal, ‘‘The laboratory in modern medicine, 
from the viewpoint of the general practitioner’’. 
Discussion opened by Dr. Abramson, Saint 
John. Dr. R. D. Rudolf, Toronto, ‘‘The nature 
and treatment of bronchial asthma.’’ Discussion 
opened by Dr. P. M. Knox, River Glade. 

The attendance was large and the meetings 
were enthusiastic. The social side was especially 
well provided for, which shows the tendency at 
these meetings during the last few years, and it 
is felt that the friendships made and contacts 
re-established at such medical meetings are of 
the greatest importance. 

Special appreciation was expressed again for 
the continuation of the Extra-mural Clinical 
Lectures which have been made possible by the 
generosity of the Sun Life Assurance Company. 
Members from all parts of the province were 
unanimous in their praise of the various teams 
that have come to our province during the past 
year. It is difficult to single out any particular 
paper in the above program, but undoubtedly 
that of Doctor Rabinowitch attracted the 
keenest discussion. All papers were of a high 
order and discussion was allowed freely. The 
thanks of the Society were expressed to these 
speakers from outside the province for their 
kindness in attending our sessions. 

The golf tournament was won by Dr. W. E. 
Gray, of St. Stephen. 

Considerable discussion arose on Compensa- 
tion Matters. The special Compensation Com- 
mittee, comprising Drs. R. A. Hughes, O. B. 
Evans and Jos. Tanzman, was reappointed. 
Their work as a ‘‘buffer’’ committee has been 
highly satisfactory, and has resulted in better 
relations between the profession and the 
personnel of the Workmen’s Compensation 
Board. 

The report of the Committee on Education 
showed that the Provincial Board of Education 
had received the constructive criticism offered 
by the Medical Society in a friendly manner, 
and some changes were promised in the school 
curriculum following the conference last 
winter. This is especially true in relation to 
the text-books on Physiology. 

A resolution was passed, to be forwarded to 
the Federal Government, requesting the con- 
tinuation of grants for the treatment of 
venereal disease. 


The election of officers resulted as follows :— 
President, Dr. V. D. Davidson; First Vice-prest- 
dent, Dr. P. C. Laporte; Second Vice-president, 
Dr. D. C. Maleolm; Secretary, Dr. R. M. 
Pendrigh; Treasurer, Dr. A. S. Kirkland; 
Members of the Executive: Drs. W. E. Gray, 
J. F. L. Brown, J. R. Nugent, C. J. Veniot, A. 
Sormany, H..E. Britton, and A. F. Van Wart. 
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The members of the Canadian Medical Asso- 
ciation Executive for New Brunswick were re- 
appointed. 

Preparations were. advanced for the enter- 
tainment of the Canadian Medical Association 
when it meets in Saint John in 1933. 

A. STANLEY KIRKLAND 





THE NOVA SCOTIA MEDICAL SOCIETY 


At the meeting of the Nova Scotia Medical 
Society held at Kentville on July 4th, 5th, 
6th, 7th and 8th, Dr. K. A. MacKenzie, 
of Halifax, was elected President. Dr. S. L. 
Walker was elected Secretary for the twelfth 
successive year, and Dr. W. L. Muir was re- 
elected Treasurer. Halifax was selected for the 
1933 Convention and Yarmouth for 1934. 
Several members of the society stopped over 
for the three days’ Refresher Course on tuber- 
' eulosis at the Nova Scotia Sanatorium, con- 
ducted by A. F. Miller, Medical Superintendent. 
Dr. K. A. MacKenzie presented the report of 
the Nova Seotia Tuberculosis Association. He 
pointed out that two of the original aims of 
the Association had been achieved through the 
provision of the Department of Health of 
adequate bed accommodation and a medical 
and nursing service. There were now three 
full-time medical examiners and twelve nurses; 
in addition the public interest in tuberculosis 
control has increased considerably. The report 
on narcotic drugs was presented by Dr. D. W. 
Archibald. There were seven convictions dur- 
ing the year for opium smoking and two for 
possession of pipes. Dr. C. S. Morton pre- 
sented the report of the Victorian Order of 
Nurses for the work done during the year 1932. 
One new centre was opened at Liverpool, mak- 
ing a total of fifteen in the province. The 
object of these centres is to teach the impor- 
tance of maternal care and a series of demon- 
strations by medical men has been arranged 
for the autumn. 

N. B. DREYER 





THE SASKATCHEWAN MEDICAL 
ASSOCIATION 


The Annual Meeting of the Saskatchewan 
Medical Association will be held at Saskatoon 
on September 22nd, 23rd and 24th. 


—_———————————————==—_—_—_—_=====_m_m 


There is a jewel which no Indian mine can buy, 
No chemic art can counterfeit; 


It makes men rich in greatest poverty, 
Makes water wine, turns wooden cups to gold, 


The homely whistle to sweet music’s strain; 
Seldom it comes, to few from heaven sent, 


That much in little—all in nought—Content. 
—Wilbye’s Madrigals. 
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Medical Societies 


THE BORDER MEDICAL SOCIETY 


The Border Medical Society held a meeting 
at Melita on July 26th. The speakers were 
Dr. Rudd, Grand Forks, N.D.; Dr. Johnston, 
Bottineau, N.D.; Dr. F. W. Jackson, Winnipeg, 
who spoke on ‘‘Public Health and the Practising 
Physician”; Dr. H. D. Morse, Winnipeg, on 
“The Management and Relief of Prostatic 
Obstruction”; and Dr. J. M. MacEachern, Winni- 
peg, on “Common Disorders of the Heart Beat’’. 
Afterwards dinner was served in the Metropolitan 
Hotel. 





THE BRANDON DISTRICT AND THE 
NORTH-WESTERN MEDICAL SOCIETIES 


The Brandon District Medical Society and 
the North-western Medical Society held a 
joint meeting in the court room at Virden, 
Wednesday, August 10th. Over fifty doctors 
attended. Dr. T. I. Brownlee, Russell, Presi- 
dent of the North-western Medical Society, was 
in the chair. A general discussion of the pros 
and cons of amalgamation of the Manitoba 
Medical Society with the College of Physicians 
and Surgeons was held. Speakers on this sub- 
ject were Dr. F. W. Jackson, Winnipeg, and 
Dr. H. O. MeDiarmid, Brandon. 

Dr. Lennox Bell, Winnipeg, gave a paper on 
primary anemia, and Dr. S. J. S. Pierce, 
Brandon, led the discussion. Dr. Digby 
Wheeler, Winnipeg, gave a talk on gastro- 
intestinal conditions, with lantern slides. Dr. 
L. J. Carter, Brandon, led the discussion. 

After the dinner at the Central Hotel short 
speeches were given by Dr. J. S. Matheson and 
Dr. H. O. MeDiarmid, Brandon, Dr. F. W. 
Jackson, Winnipeg, and others. 

Mrs. J. R. Monteith entertained at tea for 
the lady visitors, who were later guests at the 


dinner at the Central Hotel. 
Ross MITCHELL 





THE HASTINGS AND PRINCE EDWARD 
COUNTIES MEDICAL SOCIETY 


At the June meeting of the Hastings and 
Prince Edward Counties Medical Society, held 
at the Quinte Club, Belleville, Dr. Geo. S. 
Young, of Toronto, presented an analysis of 
100 cases of ‘‘ Periodic headache’’ from his own 
practice. Dr. Young dealt in detail with the 
etiological factors, manifestations, and features 
of these cases of recurring sick headache for 
which no organic basis, such as nephritis or 
brain tumour, was present. The manifestations 
of the attacks are legion, depending on the part 
or parts of the sympathetic nervous system 
chiefly affected. Visual disturbances, nausea 
and polyuria are the most frequent of the many 
vasomotor phenomena which occur along with 
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the headache. As a rule there is an hereditary 
basis for these headaches, which occur periodi- 
cally from puberty. Three per cent of males, 
and 12 per cent of females are affected in some 
degree. In women the headaches occur with 
menstruation as well as at other times, cease 
during pregnancy, and return with the meno- 
pause. In males they cease around the age of 
50. The pros and cons of the many etiological 
theories were discussed. Emotion seems to be 
the common precipitating factor. 

Since treatment is often of little or no avail, 
Dr. Young stressed the value of reassuring the 
patient that his condition was not one which 
shortened life at all, that time alone would cure 
it, at about the age of 50. In addition to giving 
the patient a hygienic régime, and advice re- 
garding foci of infection, glasses, etc., it is well 
to give luminal at bedtime for several days prior 
to the expected attack. At the onset of the 
attack 30 grains of calcium lactate, or 60 grains 
of soda bicarbonate, may be given; food should 
be stopped and fluids forced. 

J. H. ELLiorr 





THE MIDDLESEX COUNTY MEDICAL 
ASSOCIATION 


A meeting of the Middlesex County Medical 
Association was held in the Strathroy Hospital 
on July 13th. Papers were given by Dr. J. 
Hepburn, Toronto, on ‘‘The diagnosis, prognosis 
and treatment of cardiac irregularities,’’ and by 
Dr. Howard McCart, Toronto, on ‘‘ The diagnosis 
and treatment of ear, nose and throat complica- 
tions of influenza.’’ The ladies enjoyed a game 
of bridge during the afternoon and, at the 
completion of the lectures, tea was served to all 
the guests, in the nurses’ residence. 





THE NORTH-EASTERN MEDICAL 
SOCIETY OF SASKATCHEWAN 

Dr. Lillian A. Chase, of Regina, addressed the 
August meeting of the North-Eastern Medical 
Society of Saskatchewan at Canora on ‘‘ Diabetes 
mellitus; a review of one hundred eases’’. Dr. 
R. A. Dick, of Canora, gave an address on 
‘‘State medicine’. Dr. C. J. Houston, of 
Yorkton, presided. 





THE NORTH-WESTERN DISTRICT 
MEDICAL SOCIETY 


The North Western District Medical Society 
held a meeting at Russell on July 13th with 
Dr. Brownlee in the chair. Dr. H. C. Me- 
Diarmid, of Brandon, gave an address on “‘Affec- 
tions of the Iris and Ciliary Body”. Dr. Gordon 
S. Fahrni, of Winnipeg, gave a clinic at the hos- 
pital on a number of patients, including two or 
three with goitre. The President of the Manitoba 
Medical Association and Dr. F. W. Jackson, 
Secretary, also spoke. Following the meeting 
dinner was served in the hotel. 
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University Wotes 
McGill University 


Dr. Harold Benjamin Fantham, of the 
University of Witwatersrand, Johannesburg, 
South Africa, has been appointed by McGill 
University to head the Department of Zoology, 
in suecession to Dr. Arthur Willey, who has 
retired and lately been appointed Emeritus 
Professor. 

Dr. Fantham is regarded in the scientific 
world as one of the few outstanding authorities 
on the protozoa. He has written more than 
100 scientific papers on this and relative 
subjects. He was educated at University College, 
London, and at Christ’s College, Cambridge. 
He was a gold medallist and Derby Research 
Scholar at the former institution and Darwin 
prizeman at the latter. The degree of Doctor 
of Science was conferred on him by the Univer- 
sity of London, and he is also M.A. Cantab. 

He began his work as a teacher early in the 
present century at St. Mary’s Hospital Medical 
School, 1904-07, and as assistant in the zoologi- 
cal department, University College, London, 
1906-08. Teaching appointments of increasing 
importance followed rapidly until the advent of 
the war, when his knowledge of parasitic life and 
the various protozoa associated with epidemic 
diseases was requisitioned by the government. 
During this period he was first honorary 
parasitologist to the Western Command and 
then protozoologist to His Majesty’s forces in 
Salonika until invalided in 1917. Since 1917 
he has been professor of zoology and compara- 
tive anatomy in the University of the Wit- 
watersrand, Johannesburg. 

Eminent as a teacher and founder of an 
important school of zoology at the institution 
he is now leaving, Dr. Fantham has dis- 
tinguished himself chiefly for his research work 
in his chosen line. Recognition of his outstand- 
ing achievements has come in quick succession, 
he having been elected President of the South 
African Association for the Advancement of 
Science, Fellow and twice Vice-president of the 
Royal Society of South Africa, President of the 
South African Biological Society and President 
of the South African Welfare Society. 

In July of the past year he was the recipient 
of the twenty-first award of the South Africa 
medal and grant, established by members of 
the British Association for the Advancement of 
Science to commemorate their visit to South 
Africa in 1905. He now comes to: McGill to 
enter upon new opportunities for research on 
problems affecting Canadian life and pros- 
perity, as well as to continue his teaching work. 





Dr. Thomas Cameron, of Edinburgh, has been 
appointed Head of the new Institute of 
Helminthology at Macdonald College. 
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Special Correspondence 
The London Letter 


(From our own correspondent) 


The medical event of last month (excluding 
the centenary meetings of the British Medical 
Association which are being described in a 
separate communication) was undoubtedly the 
issue of ‘‘The British Pharmacopoeia, 1932.” for 
inspection prior to publication at the end of 
September. Details of the alterations, improve- 
ments and omissions etc. need not be dealt with 
here, since Canadian readers will soon be able to 
see these for themselves and make their own 
observations. At this end, so to speak, there 
have been various expressions of opinion. Every- 
one is united in strong praise of the work of the 
Pharmacopeia Commission, now established as 
a permanent body, and especially for the way in 
which Dr. A. P. Beddard, the chairman, has 
managed his team of experts. The popular 
press naturally made a fuss about the omission 
of many old friends among the pills and powders. 
The more seriously-minded newspapers pointed 
out that biological methods of assay are intro- 
duced for the first time, and more recently the 
only adverse comments have been appearing in 
certain quarters in the shape of complaints by 
certain manufacturing chemists about the method 
of publication whereby ‘‘official” preparations 
have to be changed almost overnight. A point 
of some interest for Canadian readers is that 
there has been very close collaboration with the 
compilers of the United States Pharmacopceia 
with a view to obtaining greater uniformity of 
standards, and it has been arranged, so far as 
possible, that future revised issues of the respec- 
tive Pharmacopeeias shall be issued alternately. 

Pure milk is a subject about which a lot of 
useful propaganda work is proceeding at the 
moment, and if it is still not too late to fight the 
milk combines we may expect some good results 
as regards price and purity. The People’s 
League of Health published a valuable report 
and a series of recommendations on tuberculosis 
and the milk supply earlier in the year, and more 
recently a meeting was held at the London 
Mansion House, under the chairmanship of the 
Lord Mayor to consider the report. Put briefly, 
the recommendations are that either milk must 
be from a herd certified as free from tuberculosis 
or else it must be efficiently pasteurized. 

Lord Dawson presented the case for pasteur- 
ization for the clinical physician and declared 
it to be overwhelming, citing amongst his evidence 
the fact that there had not been a death from 
bovine tubercuJosis in Toronto since all milk 
entering that city was pasteurized. Lord Moyni- 
han spoke strongly of the dangers caused by 
contaminated milk, and it is sad that after his 
last assault on the milk producers in this matter 
very little effect seems to have been produced, 
for he remarked that there did not appear com- 
mercially any full realization of the need for 


improving the position. The meeting proceeded 

o pass a resolution calling for government 
action to facilitate the putting into practice the 
League’s recommendations. Another recent al- 
lusion to the pasteurization of milk was made in 
the Annual Report of the Metropolitan Water 
Board for 1931. At first sight this seems to be 
a strange digression, but the point of the remarks 
is that the public water drinking supply has a 
much higher standard of purity than even the 
best grades of milk. Certified milk (our best) 
must not have more than 30,000 bacteria per 
c.c. while most waterworks authorities aim at 
producing water a majority of samples of which 
have only five microbes per c.c. There are, of 
course, reasons why this difference should occur, 
but is seems curious that mothers are careful 
to boil all water given to their babies while they 
ignorantly continue to use raw milk. 

Progress in the fight against cancer continues 
to be slow, but the annual report of the British 
Empire Cancer Campaign contains some inter- 
esting matter. There is evidence that the bio- 
logical theory of cancer is gaining ground, and 
Mr. Lockhart Mummery gives an admirable 
summary of the theory of chromosome mutation 
in the somatic cell as the essential cause of cancer. 
Dr. Thomas Lumsden has continued his valuable 
work on the antiserum treatment of spontaneous 
mouse tumours and he is now using the euglobulin 
faction of his serum with good results. Mean- 
while, work at the new centre at Mount Vernon 
Hospital is proceeding and one outcome of the 
first years’ labours is a clearly set-out statistical 
study of the results obtained by various forms of 
treatment. It is too early to draw rigid con- 
clusions but there does appear ground for stating 
that the immediate mortality in 1931 was better 
than in 1930. 

ALAN MONCRIEFF. 
London. 


The Edinburgh Letter 


(From our own correspondent) 


During the Assembly of the Church of Scotland, 
the Lord High Commissioner, Sir Ian Colqu- 
houn, Bart., of Luss, paid a number of visits to 
hospitals and institutions. Among other duties, 
he performed the opening ceremony of Glasgow’s 
new dental hospital. This institution, which is 
situated in Renfrew Street, has been in course of 
construction for some time. It is thoroughly 
up-to-date and is elaborately equipped on the 
most modern lines. In the conservation depart- 
ment are 50 dental chairs, with provision for an 
additional 22 chairs. An x-ray department, and 
pathological and histological laboratories with 
accommodation for 50 students, have been in- 
stalled, in addition to a well-equipped operating 
theatre. The cost of the hospital has been very 
considerable, and at the moment an appeal is 
being made for £27,000 in order that it may be 
able to undertake its functions free of debt. 
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A luncheon was held in the Scottish House of 
the British Medical Association on Thursday, 
June 30th, at which Dr. Drever and Dr. Cox 
were present as guests. Dr. D. Elliot Dickson, 
Chairman of the Scottish Committee presided. 
Dr. Drever retired from the Scottish Medical 
Secretaryship of the Association in October last. 
Prior to the luncheon he was presented with a 
testimonial, in recognition of the able and devoted 
service he had rendered to the Association and 
the medical profession in Scotland since his 
appointment in the year 1919. Dr. Dickson 
proposed the toast of the guests. Dr. Cox 
replied on behalf of Dr. Drever and himself. He 
related the various reasons which had led to the 
setting up of the Scottish Office of the British 
Medical Association. He paid a tribute to the 
pleasure and assistance it had been for him to 
have had such a loyal and efficient colleague as 
Dr. Drever in the Scottish Office. He expressed 
the great regret he felt at his own retirement from 
the Medical Secretaryship of the Association in 
consequence of reaching the age limit. The 
welfare of the Association had been his life’s 
work. He was proud of the work that had been 
accomplished by the Association and he was 
grateful to have had that opportunity of saying 
farewell to the members of the Scottish 
Committee. 

The Edinburgh Town Council has approved a 
scheme for the reorganization of the hospitals 
belonging to the Corporation at Pilton, Craig- 
leith and Seafield. Craigleith and Seafield Hos- 
pitals will now be removed from the category of 
Poor-law hospitals. This is a departure in 
Public Health Administration, and is made 
possible by the provisions of the Local Govern- 
ment (Scotland) Act of 1929. Up to now the 
functions of the Public Health Authority have 
been mainly concerned with preventive medicine, 
and any treatment which was given was merely 
an incident among the measures required to 
protect the community from the spread of infec- 
tious diseases. Now for the first time the 
Corporation is entitled to provide hospital treat- 
ment for persons who are ill and to rate for that 
purpose. Under the 1929 Act, the Corporation 
is empowered to recover what is called ‘‘a 
reasonable charge,’’ in respect of the expense 

incurred by the Council in the maintenance and 
' treatment of sick persons in hospital. The 
average rate charged is to be 25 shillings a week. 
The circumstances of the person will be taken 
into consideration, and this amount may be as 
low as two or three shillings a week. It is 
proposed to charge £3 3s. for private patients, 
and £2 12s 6d for patients from other authorities. 

Miss Helen Keller, who was bereft of sight and 
hearing at the age of 19 months, and who spends 
her time in doing welfare work for the blind in 
her own country, received the LL.D of Glasgow 
University during the month of June. At a 
meeting held in the Royal Institute, Glasgow, a 
few days prior to the graduation ceremony she 
was presented with her academic robes by the 
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teachers of the blind and deaf in Scotland. 
Miss Keller has presented an autographed photo- 
graph of herself to the senior deaf-mute pupils 
of Donaldson’s Hospital, Edinburgh. 

Dr. John D. Comrie has been appointed ‘Dr. 
Alexander Black Lecturer” to the Royal College 
of Physicians for the year 1933. Dr. Comrie 
recently produced the second edition of his well- 
known ‘‘History of Scottish Medicine.”’ 

During the Charities Week Campaign, which 
seems now to have become an annual event, 
Edinburgh students broke all previous records in 
raising money. Last year the total amount 
collected was about £2,000. This year a sum of 
over £3,000 passed through the hands of the 
officials. Previously from 300 to 400 collectors 
were employed, but this year there were over 
1,800 box-shakers alone. The student magazine 
which appeared for the occasion ran into three 
editions, and 67,000 copies were sold. 

: GEORGE GIBSON . 
23 Cluny Terrace, Edinburgh. 





The New Zealand Letter 


(From our own correspondent) 


THE BRITISH MEDICAL ASSOCIATION 
IN NEW ZEALAND 


The first doctor to practise in the South 
Island, Dr. Joseph Crocome, lost his fortune in 
the failure of West Indian Plantations, was 
wrecked in the Pacific, was picked up from a 
boat and arrived in Sydney with such money as 
he had on his person. He came over to take 
medical charge of a whaling station not far from 
Dunedin in 1836, and practised among small 
scattered settlements in dense bush and im- 
passable swamps. With the ‘‘coming of the 
ships,” in 1848 and after, a good many doctors 
arrived, several of whom were senior men, well 
qualified, and of standing in the profession at 
Home. Their spare energies were naturally 
absorbed by the needs of the growing settlement, 
and many of them were engaged in public 
appointments apart from their professional work. 
The site of Dunedin had already been surveyed 
and its street plan laid out, in which the names 
of the streets of Edinburgh were used as nearly 
as might be in the same relative positions. The 
first hospital was begun in about 1850, and the 
patients were moved to the present site in 1866. 
The new hospital held more than 100 beds. The 
establishment of a medical school soon came 
under discussion and materialized in 1876, and 
no doubt the time was ripe for the establishing 
of a Medical Society. 

In 1873 or 1874 a Medical Society was formed 
in Dunedin, but only survived for a few months. 
However, in 1876, Dr. Coughtrey, the first 
Professor of Anatomy, succeeded in founding the 
Otago Branch of a projected New Zealand 
Medical Association, which was to migrate 
annually from city to city ‘‘in which questions 





Sept. 1932] 


SPECIAL CORRESPONDENCE: THE NEw ZEALAND LETTER 


319 








touching the existing position of the Profession, 
Medical Ethics, and Science might be temperately 
discussed and weighed.”” Dunedin is situated in 
the former Province of Otago. None of the 
other centres had at this time any medical 
society, and no general association was as yet 
practicable, but to mark its objective the Otago 
Branch assumed the title of The New Zealand 
Medical Association in 1878. In 1879 a ‘New 
Zealand Medical Association Bill’? was passed by 
the Legislative Council, but thrown out by the 
House of Representatives, but medical interest 
was aroused, and, in 1886, the New Zealand 
Medical Association, with branches throughout 
the country, was formed, and held its ‘‘forming”’ 
meeting in 1887 in Dunedin. The first regular 
meeting was held in Wellington in the same year, 
some six or seven branches being then in existence. 
The New Zealand Medical Journal, edited by 
Dr. Daniel Colquhoun, was first issued by the 
Otago Branch in this year. 

The Association continued in the same form 
for some ten years. The Branches used to meet 
locally, and the annual meeting of the Association 
was held in one or other of the centres. As time 
went on, the members of the British Medical 
Association resident in New Zealand began to 
express a desire to merge the New Zealand 
Association in the British. Their numbers how- 
ever were small. In 1896 there was no scientific 
meeting, in view of a meeting of the Intercolonial 
Medical Congress which took place in New 
Zealand in that year. At the business meeting, 
when Sir Lindo, then Dr., Ferguson presided, a 
proposal to join the British Medical Association 
was discussed and presumably accepted. The 
amalgamation should have been ratified at a 
meeting held at Dunedin in September 1896, but 
a sufficient number of members was not present. 
A quorum was however obtained in October, and 
_ Dr. Irving, of Christchurch, was elected the 
first president. Details of the change are now 
difficult to discover, because at this date the New 
Zealand Medical Journal ceased independent 
publication and amalgamated with the Austra- 
lasian Medical Gazette. The New Zealand Medi- 
cal Journal, as the local publication of the 
British Medical Association, started again in 
1900 and has continued since. It is published 
two-monthly, each number consists of about 100 
pages, 814” x 5’’, without double columns, and 
contains scientific articles, editorial, reports of 
societies, professional politics, correspondence 
and reviews. 

The New Zealand Branch of the British Medical 
Association, as at present constituted, consists of 
thirteen Divisions, each of which belongs to a 
wide area. The area of the Otago Division, for 
instance, measures a good deal more than 100 
miles from north to south, so that the meetings 
are chiefly attended by Dunedin practitioners. 
Scientific and clinical meetings are held alter- 
nately throughout the session of eight months, 
and the Annual Congress is held generally in one 
of the centres in February. Of late years these 


congresses have become a considerable tax on the 
local profession, in view of the lavish entertain- 
ment which has become the rule. Occasionally, 
a meeting is held at one of the scenic resorts, 
for instance, at Mount Cook. The procedure 
followed at each Congress rests with the Division 
which is acting as host, and sometimes medical, 
surgical and other Sections are arranged; some- 
times all papers are presented to the full Congress. 

For several years past a delegate from the 
British Medical Association in Great Britain has 
attended the Congress. This year Mr. C. 
Herbert Fagge, Surgeon to Guy’s Hospital, 
attended, after examining in Australia for the 
Primary F.R.C.S. Examination. Other recent 
visitors have been Sir J. Lyn Thomas, Mr. 
Sampson Handley, and Mr. Victor Bonney. 

The British Medical Association is now a 
flourishing institution in New Zealand, with 
nearly 1,000 members among some 1,300 doctors. 
Except for a few private and local “clinical 
clubs” and the like, it is the only professional 
society open to medical men and women. The 
efficiency and keenness of the different divisions 
naturally varies. In some districts the Associa- 
tion is held of small account; in others where some 
able person exercises his influence, the prac- 
titioners will travel such distances as forty miles 
to the meetings, each of which is looked forward to 
as the event of the month. The Association is 
the only professional body which attempts to 
formulate hospital policy—a subject in which 
agreement is very difficult to achieve, in view of 
the very varied requirements in different districts. 
The annual subscription to the Association 
covers the supply of the British Medical Journal 
and the New Zealand Medical Journal to members, 
and medical defence and a medical benevolent 
fund are also undertaken and administered. 

The thirty-sixth annual meeting took place 
in March last at Auckland, with Mr. Casement 
Aickin in the Chair. Papers were read on Di- 
verticulitis, Surgical Treatment of Pulmonary 
Tuberculosis, Heart Strain, Diabetes, Avertin 
Anesthesia, and Thyroid Disorders in Preg- 
nancy. Dr. George Home, of Nelson, was 
elected President for next year. 

New Zealand is also much interested in the 
Australasian Medical Congress, British Medical 
Association, which is held triennially in one of 
the States of Australia or in New Zealand. These 
meetings were first known as Intercolonial Con- 
gresses, and the first was held in Adelaide in 
1887 to commemorate the Jubilee of Queen 
Victoria. A meeting was held in Dunedin in 
1896, and another in Auckland in 1914. The 
last Intercolonial Congress was held in Brisbane 
in 1920, to be succeeded by the present series, 
under the British Medical Association. The 
Australians were at great pains to encourage the 
attendance of New Zealanders, and at each of 
their Congresses the presidency of either the 
Section of Medicine or of that of Surgery has 
been given to a New Zealand member. The 
Second Session of the Congress was held in 
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Dunedin in 1927, and was well attended. The 
Fourth Session should have been held this year 
in Perth, West Australia, but a recent decision 
has been made to postpone it for twelve months. 


D. W. CarMALT JONES. 
Dunedin, N.Z. 


Letters, Hotes and Queries 


The Municipal Doctor 
To the Editor: 
Thinking is notoriously a painful operation, 


and medical practitioners, though often con- 


strained to inflict pain, are not themselves im- 
mune from suffering. Sixty-eight rural muni- 
cipalities in Saskatchewan have taken, or are 
about to take, advantage of those provisions of 
their Municipal Act which empowers them by 
a majority vote to employ municipal doctors. 
It pains me to think about it, not because the 
voters in these rural municipalities have deemed 
it expedient or necessary to take the action they 
have taken but because neither Saskatchewan’s 
College of Physicians and Surgeons nor its Pro- 
vincial Medical Association have given rural 
Saskatchewan any leadership in the matter of 
obtaining medical attendance (including surgical 
and obstetrical attendance) at a price it can 
afford to pay. 

My reflections have been all the more painful 
when I remember that the last two presidents of 
our Canadian Medical Association have given a 
lead that the rank and fle of the profession have 
failed to follow. These two ex-presidents were 
not rural or small-town practitioners, necessarily 
in less intimate touch with 1ural medical problems, 
and yet were able to see more clearly at a distance 
what the majority of Saskatchewan’s medical 
practitioners were unable to see close at hand. 
Those who have read the addresses of Dr. 
Harvey Smith and Dr..A. 8. Monro should com- 
mend them to their fellow practitioners as well 
worthy of much re-reading and much re-reflection. 
Two paragraphs in these addresses are worthy of 
inclusion in the limited space available. 


1. “If we fail to interpret correctly the signs 
of the times and to realize the inexorability 
of the law of evolution as it relates to medical 
economics and practice, we shall find our- 
selves the victims of a system created by 
the political exigencies of the hour.”— 
Smith. 


2. ‘‘There is an outstanding problem facing 
the medical profession to-day which must 
be solved by the profession, or some one 
else will solve it for them.” ‘Able medical 


Auswers to questions appearing in this column 
should be sent to the Editor, 3640 University Street, 
Montreal. . 
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leadership, backed by an active study 
group in Economics, is a prime need in 
every community if a solution satisfactory 
to all concerned is to be reached.’”’—Monro. 


I would add that there is strong presumptive 
evidence that those primarily concerned are not 
those who supply medical attendance but those 
who need it and, while it is all very well to assert 
that the personal relation between physician and 
patient must be preserved in any effective system 
of medical service, nevertheless be it remembered 
that this personal relation in the very nature of 
things must be continuously and continually 
superseded by other personal relations between 
the same patients and other physicians, as death 
and desuetude compels change. Those of us who 
have contributed nothing toward the solution of 
the rural medical problem are in duty bound to 
recognize as rightful and expedient the réle now 
being played by those of our colleagues who are 
municipal physicians, and wish them Godspeed 
in establishing between themselves and all 
those whom they are obligated by their contracts 
to serve that personal relation which is necessary 
for effective medical service; and do our best 
toward adapting medical services to the new 
conditions which economic evolution has brought 
about. 


T. A. Patrick. 
Yorkton, Sask. 


August 5th, 1932. 





Topics of Current 3nterest 


About Teeth 


Until recently it was everywhere believed that 
the chief cause of dental disease was sugar. 
That idea indeed served as one of the pillars of 
nursery hygiene, and even of nursery morality, 
for the notion that pleasant things are likely 
to be attended by unpleasant consequences dies 
hard. A reaction occurred when the studies of 
Mrs. Mellanby were published. She showed that 
she had been unable to produce dental caries in 
puppies by food-stuffs containing sugar in its 
most noxious forms. She showed also that caries 
regularly appears in those animals from whose 
diet vitamins A and D are withheld. A short 
time after these experimental results were an- 
nounced the condition of the teeth of the 
islanders of Tristan da Cunha formed the sub- 
ject of a letter which was printed in these 
columns. The islanders, it was stated, possess 
perfect teeth, although their diet does not ap- 
parently present any very remarkable features, 
and although tooth-brushes are unknown among 
them. Are the islanders obtaining supplies of 
vitamin A of a richness unknown elsewhere in 
the world? It was evidently difficult to uphold 
that thesis in face of the recorded daily bill of 
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fare in Tristan da Cunha—namely, potatoes, 
the eggs of penguins, fish, and some vegetables. 

It seemed, therefore, that the facts had cast 
some doubt on the experimental evidence. But 
at this point a new way of approach to the 
mystery was opened. It was noticed that the 
diet at Tristan da Cunha, though containing 
nothing of a very unusual kind, lacked an ele- 


ment which is the basis of diet in most if not all ° 


other lands. The islanders eat no cereals. 
Tristan da Cunha is a world without bread, 
without oats, without rice, because the rats on 
the island make it impossible to grow cereal 
crops. This discovery at once recalled the work 
of the Mellanbys on an element in cereals which 
possesses the power of neutralizing the effects 
of vitamin D. Was it possible that the islanders 
owed their immunity from dental troubles to 
their lack of bread or porridge? This view has 
lately received substantial support from further 
experiments. Those young animals which re- 
ceive full supplies of vitamins but no breadstuffs 
or oats have better teeth than those which re- 
ceive breadstuffs or oats even in small quantities. 
Incidentally it has been pointed out that in 
these islands dental caries is more often met 
with north of Yorkshire, in the ‘‘ porridge area,’’ 
than south of that county, where porridge is 
less freely eaten. It was inevitable that the 
suggestion should be made that Tristan da 
Cunha is a happy land in that its people do not 
know the taste of sugar. But there are other 
islands, where sugar is but little consumed, the 
inhabitants of which do not possess perfect 
teeth. The end of this tale cannot therefore be 
told as yet. All that is certain now is that it 
is likely to be important—Weekly Times, Apr. 
14, 1932. 





Ancient Doctors’ Bills 


With reference to the notes on ancient doc- 
tors’ bills under ‘‘Nova et Vetera’’ in the 
Journal of October 4, 1930, it oceurs to me that 
you might like to print the accompanying 
account. I found it a year or two ago while 
going through the miscellaneous documents in 
the parish chest at Sedlescombe, near here, to 
sort and calendar them for the present church- 
wardens. The date is slightly anterior to any 
you quote, and, though not written in full, the 
year is 1689, as the writing corresponds with 
other documents of that period in the collection, 
and John Huckstep was overseer at that time. 
Of John Martin I can learn nothing, but per- 
haps you have records that might reveal some- 
thing of him. I should hazard a guess that he 
lived at Battle, on which town Sedleseombe has 
always been dependent for its medical services. 
Martin has always been a well-known name 
there. 





April ye llth: 89 Ba ¢& 
A Clister for ye Maide ............... 00 00 08 
A Paralytic deobstructiue gargle ye boy 00 01 06 


Bleeding him under the tongue ........ 00 01 00 
A Blister for ye Maides necke ......... 00 00 08 
A Cordiall Coroberateing Apozem for 
CNG bk stad ies idiven tecakiadiva 02 08 
A Cordiall Cephalic Julepe for them .... 00 01 06 
A strenghteninge Restringent Electuary 
FO TNE coves ccccussss icewiuate 0 01 06 
Pe TOONS PE 6 a ssc tice ccc snvececs 0 01 06 
A Paralytic Electuary ye boy .......... 0 01 06 
Twelue Hypnoctic pills ............... 0 01 00 
Cordiall strengthteninge Ingredients for 
3 quarts of Liquor ............0. 0 01 06 
More of the same ............eeeeeees 0 01 06 
A strenghtening Aperitiue Electuary ... 0 01 08 
A Cathartic Electuary ye girle for 
semerall Goa... cc. ce scccscecess 0 01 06 
0 18 08 
et | Prererr TTT rrr ire 00 06 00 
BOR CRM. 6 vd 0cecvcsen 1 04 08 


May ye 6th: 89. 


Then reced of Jon Huckstepe Ouerseare The sume of 
one pound four shillings and eight pence being in full of 
this Bill for Phisicke administered to Ann Blatcher and 
Jon Henlly of the parrish of Sedlescombe: Reced p me 
Jon Martin 1li. 4s. 8d. I 


—Mr. N. F. Ticehurst in Brit. M. J., 1930, 2. 


This bill, discovered by Mr. Ticehurst, is of 
interest as carrying further back than did that 
of Fairclough of Nayland (British Medical 
Journal, 1930, 2: 576) the evidence of expendi- 
ture on the medical care of the poor under the 
Poor Law of Elizabeth. The bill is typical of 
the pharmacy of the time, and needs no com- 
ment except some explanation of the term 
‘‘Apozem.’’ This, according to the New English 
Dictionary, is an obsolete word meaning a de- 
coction or infusion. Mr. Ticehurst is to be con- 
gratulated on his find, and our readers are much 
indebted to him.—Ed., Brit. M. J. 


The Adiposity of Singers 


The questions whether, and, if so, why, singers 
incline to adiposity are discussed in_ the 
Medizinische Welt with complete seriousness. 
Dr. Delbanco, of Hamburg, assumed the ten- 
dency of singers to be stout, and held that it is 
not the deep respirations which are necessitated 
by singing that influence the adiposity, but the 
connection with the thyroid in association with 
the development of the voice. The theory was 
more obscure than the statements that neither 
abuse of alcohol nor want of exercise are to 
blame. But Dr. Singer, a medical man who was 
formerly artistic manager of the Berlin Muni- 
cipal Opera, and is now conductor of the Berlin 
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Medical Choir, denied the existence of adiposity 
among singers in unusual quantity. He re- 
ported to the meeting a list of well-known 
German singers, men and women, and said that 
the adipose were an exception. The lyric 
singers, he affirmed, are as a rule slender, and 
only some dramatic singers are stout, these not 
having become fat through the practice of their 
art, but in accordance with their constitutions. 
Their physique became prominent because it 
was found to suit certain réles. Dr. Singer held 
that the influence of the thyroid gland, in rela- 
tion to singing and adiposity, was not proved.— 
The Lancet, 1932, 2: 42. 





The Pellagra Preventive Value of Certain 
Canned Vegetables 


The United States Public Health Service has 
recently completed a study of the pellagra 
preventive potency of canned spinach, canned 
turnip greens, mature onions and canned green 
beas. These studies are of value, as they 
indicate the efficacy of these vegetables in the 
prevention of pellagra. 

Canned spinach supplies the pellagra-preven- 
tive vitamin, but cannot be regarded as 
especially rich in it. It is, however, considered 
an important contributory source of this factor. 
Canned turnip greens supply the pellagra- 
preventive vitamin and, at least in liberal 
quantity, adequately supplement an otherwise 
pellagra-producing diet. This substance meets 
many of the requirements of a practical and 
effective dietary supplement in the pellagrous 
sections. The mature onion is a very poor 
source of the pellagra-preventive vitamin. 
Canned green beans are, relatively, a poor 
source of the pellagra-preventive vitamin. 





Helen Keiler’s Honorary Degree 


In conferring the LL.D. on Miss Helen Keller, 
the University of Glasgow has done a gracious 
act. All the friends of the blind and deaf in 
Scotland have combined to give Miss Keller the 
warmest hospitality and praise. Her story is 
known to all the world and it is a marvel. But 
to see the methods of her teacher, Mrs. Macey, 
fills one with wonder. Her methods of convey- 
ing facts to Miss Keller and re-speaking in her 
own tongue the articulate, but difficult, speech 
of her pupil, excited intense admiration. The 
most precise detail was conveyed by innumer- 
able little touches of fingers and palms and face. 
It was really an inspiration towards new 
methods of expression. Both official Glasgow 
and official Edinburgh have gone out of their 
way to express their appreciation of the two 
women.” And rightly.—The Lancet, 1932, 2: 41. 
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The Significance of the Gastric Secretions in 
Pernicious Anemia. Barnett, C. W., Am. J. 
M. Sci., 1932, 184: 24 


Barnett reports experiments devised to test 
the accuracy of the report of Castle that 
individuals without pernicious anemia but who 
have achylia gastrica still retain the intrinsic 
factor, an absence of which leads to pernicious 
anemia. He secured patients who had achylia 
gastrica but who were otherwise normal. From 
these he obtained gastric juice in an approved 
manner. This gastric juice was mixed with 
pepsin, hydrochloric acid and beefsteak and 
allowed to digest according to Castle’s tech- 
nique. This mixture was then given to two 
cases with pernicious anemia. In neither case 
was a Satisfactory reticulocyte response ob- 
tained. The accuracy of the observations of 
Castle is, therefore, challenged. 

E. S. MILLS 


The Effect of Liver Therapy on the Neuro- 
logical Manifestations of Pernicious Anemia. 
Baker, B. M., Jr., Bordley, J. and Longcope, 
W. T., Am. J. M. Sci., 1932, 184: 1. 

The authors have studied the effect of liver 
and liver extract therapy on the neurological 
manifestations of pernicious anemia. Neuro- 
logical changes are said to occur in practically 
all cases of pernicious anemia. The effect of 
liver and liver extract upon these changes has 
been studied by many investigators, but no 
unanimity of opinion as regards results has 
been reached at the present time. Those who 
believe that little if any benefit is derived from 
therapy are probably a majority. Baker, 
Bordley and Longeope have investigated 44 
eases of the disease, treated for periods varying 
from two weeks to forty months. They have 
divided these cases into three groups accord- 
ing to the duration of the period of treatment. 
Results are based upon the effect of the treat- 
ment on the following signs and symptoms; 
numbness and tingling, absent or diminished 
vibratory sense, ataxia, Rhombergism, dis- 
turbed position sense, spasticity, increased or 
decreased reflexes, plantar extension, disturbed 
cutaneous sensibility, sphincter and psychic 
disturbances. 

The first group is comprised of 23 patients 
treated for more than six months. Of these 
55.17 per cent showed improvement in the 
enumerated signs and .symptoms; 40.23 per 
cent were unimproved; and 4.6 per cent were 
not followed. In the second group, comprised 
of 21 patients treated for less than six months, 
31.25 per cent were improved, 52.5 per cent 
were unimproved and 16.25 per cent were not 
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followed. The third group of 8 cases was treated 


for more than ten months. Of these cases 58.93 
per cent showed improvement and 39.28 were 
not improved. The symptoms and signs which 
showed most noticeable improvement were re- 
ferable to cutaneous and muscular sensibility 
and to flaccid pareses. 

In summarizing, the authors conclude that 
large amounts of liver must be consumed over 
long periods of time before great improvement 
becomes manifest. They feel that some of the 
symptoms and signs referable to the nervous 
system are dependent upon changes in the peri- 


pheral nerves rather than in the cord itself. 
E. S. MILs 


A Base of Physical Allergy. A Localized and 
Generalized Allergic Type of Reaction to 
Cold. Bray, T. W., J. Allergy, 1932, 4: 367. 


The patient reported upon was a sturdy boy 
of eight years, with a bilateral family history 
of asthma. His complaint was that within a 
few minutes of putting his hands in cold water 
they became pink, swollen and extremely itchy. 
Seratching of the hands was followed by the 
appearance of large wheals. These symptoms 
were reproduced by trial before the examiner 
and were then accompanied by headache, faint- 
ness, difficult breathing, and a s.veady running 
of the eyes and nose. A slight cough persisted 
till next morning. 

The patient was treated by ‘‘desensitizing’’ 
with gradually increasing doses of histamine. 
Relief was almost complete and an attempt to 
reproduce the symptoms by the method em- 
ployed before treatment produced only a mild 
local reaction. The last observation of the pa- 
tient was made 45 days after discharge. 

A clinical description of allergy due to cold 
is given together with a citation of 37 cases 
from the literature. 

Treatment may also take the form of fre- 
quent cold baths, with gradual lowering of the 
temperature and increase in the period of im- 
mersion. The author mentions the work of 
Lewis upon the effect of cold on the skin, and 
states ‘‘. obviously 20° F. is the point of 
temperature at which a histamine-like substance 
is set free from the skin of normal individuals’’, 
oma... . in eases showing this type of 
reaction to cold the threshold for the liberation 
of the histamine-like substance is raised some 
25° FF.” T. G. HEATON 


Evidences of Hormonic Activity in the Spleen. 
Schilling, V., Deut. med. Wehnschr. 1932, 58: 
648. 


The evidences of hormonie activity in the 
spleen are not very direct, and there is no 
definite clinical picture produced by splenec- 
tomy. After giving a good account of the 
structure of the spleen, Schilling remarks on a 
certain peculiar structural feature: a close 
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relation between circulating blood cells and the 
freshly produced lymphocytes inside the reticu- 
lar network, and separate from the true blood 
current as closed spaces. Chemical or physical 
interchange takes place here. There is no 
hormonal action on the bone-marrow in such 
conditions as passive congestion, lymphatic 
hyperplasia or chronic intoxications; the 
changes which may take place in these cases 
are not specifically lienal. The only specific 
evidence is that furnished by the ‘‘Jolly 
bodies’’ in the red cells of the peripheral 
blood. These bodies are taken to mean not 
increased activity of bone-marrow but a per- 
sistent lesion thereof. The Ehrlich ‘‘Innen- 
korper’’, too, are very conspicuous after 
splenectomy. The erythrocontia also become 
conspicuous in true blood diseases, and dis- 
appear under liver therapy. In all these cases, 
the red cell structure is itself concerned, and 
it is here that the evidences of hormonic 
activity in the spleen are to be sought. Never- 
theless the hormonal action is only a small part 
of its réle, and when the spleen is diseased the 
body is injuriously affected in many other ways 


than by interference with the spleen hormones. 
O. C. GRUNER 


Disseminated Sclerosis. Purves-Stewart, Sir J. 
and Hocking, F. D. M., The Lancet, 1932, 1: 
605. 

This is a report of clinical and serological 
observations during the experimental treatment 
of disseminated sclerosis by means of an auto- 
genous vaccine prepared from cerebrospinal 
fluid. The vaccine used consisted of ‘‘cultures’’ 
of ‘‘Spherula insularis’’, an ultra-microscopic 
body deseribed previously by Sir James and 
Miss K. Chevassut as being characteristically 
and quite consistently found in spinal fluid of 
disseminated sclerosis cases. Dosage was gradu- 
ated and ranged from one million to two hun- 
dred millions or more. The ordinary course 
was twelve weeks, with careful clinical and 
laboratory observations before and after each 
course. The work on this subject is summarized 
and the writers frankly state their uncertainty 
as to whether the ‘‘spherule’’ is a virus or 
merely a biochemical precipitate, pointing out 
that identical or similar bodies have been 
isolated from the spinal fluid in conditions other 
than disseminated sclerosis. One hundred and 
one cases, classified as early, moderate or ad- 
vaneed, were treated and examined over a 
period of 6 months. The technique and cultural 
findings are given in detail. Each case was 
investigated and the progress noted by (1) cul- 
tural results; (2) globulin and albumin-content 
of the cerebrospinal fluid; (3) colloidal gold 
curves; (4) blood counts; (5) liver function 
tests; (6) clinical examination. Presumably all 
of these cases were originally ‘‘culturally posi- 
tive’. Ten of the 101 cases became ‘‘negative”’: 
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under treatment; 26 strongly positive became 
weakly positive. These serological changes were 
accompanied by clinical improvement. Seventy- 
two cases showed a high globulin content in the 
spinal fluid, and in 24 this was reduced to, or 
near to, normal. This was not paralleled by 
clinical improvement. Albumin-content was in 
no case above normal. 

The colloidal gold curve showed a fairly char- 
acteristic form, which was improved after treat- 
ment in 35 cases; 11 became more abnormal, and 
47 were unchanged. The blood counts showed 
no abnormality. Contrary to Chevassut’s views, 
no consistent variation was noted in liver func- 
tion tests. Clinical results varied, early cases 
being more encouraging than moderate or late. 
Of early cases, two-thirds improved, two of 


whom later relapsed. Of moderate cases, one-— 


third improved. Of the advanced group, none 
improved. The authors admit the difficulty of 
a characteristically fluctuating course, but feel 
encouraged to further investigate this field of 
therapy. J. B. Ross 


The Treatment of Megacolon by Parathormone. 
Sheldon, L., Kern, R. A. and Hakansson, E. 
G., Am. J. M. Sci., 1932, 184: 94. 


The authors report the favourable effect of 
parathormone upon constipation incident to 


idiopathic dilatation of the large bowel. Success © 


was achieved in all three cases reported. In one 
patient a hugely dilated colon was reduced in 
eight days to a normal size. Only one of the 
cases had a low serum calcium, though the serum 
calcium increased in all three cases after treat- 
ment was instituted. The results obtained may 
be judged: from brief extracts from two of the 
cases reported. 

A man of thirty-one, who could retain an 
enema of two gallons without discomfort, and 
who had not had a natural bowel movement for 
ten years, was given ten units of parathormone 
every other day and five grains of calcium 
lactate three times a day. At the end of a week 
the parathormone was increased to ten units 
daily, when he had the first natural movement 
in ten years. During the third week he had a 
daily natural movement. He was discharged 
without symptoms. Three weeks after stopping 
treatment his symptoms returned. Subsequent 
courses of parathormone acted as in the first 
instance. 

In a second ease, which reacted similarly to 
the first, a barium enema showed a return of the 
size of the colon to within normal limits. In 
all three cases the symptoms returned when the 
parathormone was entirely discontinued, though 
the amount may be somewhat reduced after 
natural bowel movements have been established. 

The authors feel that further studies are in- 
dicated to determine the possible dangers to 
patients from prolonged parathormone admin- 
istration. E. 8. MILLS 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1932 





Hexuronic Acid and Vitamin C. Svirbely, J. L. 
and Szent-Gyoérgy, A., Nature, 1932, 129: 576. 
A hitherto unknown and remarkable hexuronic 

acid has been isolated from suprarenal cortex, 

which occurs also in plants. The hexuronic 
acids are obtainable from the simple hexose 
sugars by oxidation, as glyecuronic acid from 
glucose, but the sugar from which this new 
hexuronie acid is derived is not known, though 
probably a ketose. The substance is by far the 
most reactive of all known carbohydrates, being 
oxidized with extraordinary ease and rapidity; 
it reduces Fehling’s solution in the cold. This 
oxidation is partly reversible, so that the sub- 
stance may function as a catalyst of oxidations 
in the body. It does not appear to be identical 
with or related to the substance which maintains 
the health of suprarenalectomized animals and 
patients suffermg from Addison’s disease; on 
the other hand, it may be identical with vitamin 

C, since one milligram has more power to pre- 

vent the occurrence of scurvy in guinea-pigs 

than a cubie centimetre of lemon juice. This 
identification has also been made by C. G. King, 
and the claim of Rygh, Rygh, and Laland that 

Vitamin C is a derivative of narcotine is thought 

to be based on biological tests insufficiently con- 

trolled. 
D. L. THOMSON 


SURGERY 


An Osteoblastic Osteoid Tissue-Forming Tu- 
mour of a Metacarpal Bone. Jaffe, H. L. and 
Mayer, L., Arch. Surg., 1932, 24: 550. 


The authors report a case history of an osteo- 
blastic tumour which possessed certain peculiar 
features which are of interest clinically, roent- 
genologically, and pathologically. Benign tu- 
mours of the short tubular bones of the hands 
and feet are of relatively frequent occurrence 
whilst malignant growths are rarely met with. 

The patient in this instance, was a girl fifteen 
years of age who developed a tumour of the 4th 
metacarpal bone of the left hand in 1927. 
Roentgen examination at that time showed 
symmetrical expansion of the diaphysis of the 
fourth metacarpal bone by atumour. The lesion 
was osteoclastic, but zones of new bone formation 
could be observed. A clinical change occurred 
about two years later when rapidity of growth 
occurred and roentgen examination showed that 
the entire metacarpal bone was involved. There 
was marked soft tissue swelling. By December, 
1929, the lesion had progressed rapidly. The 
operation was performed when the tumour was 
found to be densely adherent to the fifth meta- 
carpal and slightly adherent to the third meta- 
carpal bone, but with the aid of a chisel, was 
separated from the bones. The fourth meta- 
carpal bone with the tumour was removed. The 
wound healed perfectly and up to June, 1931, 
there was no recurrence of the tumour. The 
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tumour was encapsulated with fibrous tissue of 
the nature of periosteum. Within the substance 
of the tumour a small dense bony area was 
found consisting of calcified and ossified osteoid 
tissue and newly formed bone. The peculiar 
features of this tumour were that it possessed 
a great capacity to produce osteoid tissue and 
was of a locally destructive nature and though 
for six months prior to removal it grew rapidly 
yet the tumour remained within the periosteum. 
The osteoid nature of the tumour was indicated 
by the fact that the intercellular material con- 
tained coarse, irregular fibrils but no calcium. 
The tumour had some features common to 
osteogenic sarcoma, but there was a complete 
absence of cartilege and of cartilaginous ele- 
ments in numerous sections. 

G. E. LEARMONTH 


Pathogenesis of Hypernephroma. CGottesmann, 
J., Perla, D. and Elson, J., Arch. Surg., 1932, 
24: 722. 


There is apparently much confusion regarding 
both the clinical and the pathological variations 
of hypernephroma. Contrary to the generally 
accepted belief that this is a highly malignant 
tumour which runs a rapid course, the authors 
have found the opposite to be true in their 
group of 44 patients studied at the Montefiore 
Hospital, New York City. Autopsies were ob- 
tained in 33 instances, and in the remainder the 
pathological diagnoses were based on the ex- 
amination of removed kidneys or on biopsies 
from metastases. In 16 of the cases a hyper- 
nephroma was discovered as on accidental ob- 
servation at autopsy. Microscopical examina- 
tions of sections from Grawitz tumours demon- 
strate the marked variation in structure that 
may occur in the development and growth of a 
hypernephroma. Of frequent occurrence are 
areas showing benign cortical adenomatous 
structure in a highly malignant hypernephroma 
which give evidence of the origin of this malig- 
nant tumour from a benign hyperplasia of a 
cortical ‘‘rest’’ in the kidney. On these grounds 
the life-cycle of the hypernephroma must of 
necessity be long, so that neoplasm may exist 
for years prior to the onset of the symptoms. 
In about one-half of their cases the primary 
symptoms of neoplasm were referable to metas- 
tatic lesions such as those of the pelvis, skull, 
long bones, vagina and lungs. 

G. E. LEARMONTH 


Acute and Subacute Atrophy of the Liver and 
the Evolution of Toxic Cirrhosis, Judd, E. S. 
and Beaver, D. C., Arch. Surg., 1932, 24: 775. 


This is a clinical and pathological study of 22 
cases characteristic of the type of atrophy known 
as yellow or red atrophy of the liver, and illus- 
trating the: various stages of this disease, name- 
ly, the acute, the subacute, and the chronic. 

In the acute stage there was extensive necro- 


biosis of the hepatic cells, while the subacute 
stage followed when clearing of the necrotic 
process appeared to be complete. A disorganized 
liver was left in which there was only partial 
preservation of the parenchyma, while the 
hepatic stroma was brought into prominence. 
In the chronic stage there were progressive 
shrinkage of the stroma and regenerative rather 
than retrogressive changes of the parenchyma, 
and in the latter part of this stage there was 
coarsely nodular cirrhosis, known as Mallory’s 
‘*toxie cirrhosis.’’ 

The authors only observed 1 case of acute 
atrophy with symptoms lasting sixteen days. 
There were 9 cases of the subacute stage with 
the clinical duration of from three to thirty- 
four days. There were 12 cases in the chronic 
group and the duration thirty-two days to three 
years. The majority of cases of yellow atrophy 
develop without adequate explanation as to the 
causation. Clinically, the disease manifested 
itself by either a rapidly fuliminating course 
advancing to death or a slowly progressive 
course. The advance into the chronic stage 
depends on the relatively less severe destruction 
of hepatic parenchyma and on the capacity of 
the liver cells to regenerate. There are certain 
surgical aspects which require consideration. 
Pain associated with jaundice usually denotes 
obstruction of the common bile duct by a eal- 
culus. Not infrequently this symptom complex 
is present in the acute and subacute stages of 
yellow atrophy and is the most frequent justi- 
fication for exploration, though such a surgical 
procedure is of no value in unmixed hepatic 
atrophy and may be ‘harmful; yet gallstones 
may be found which are responsible for the 
trouble and removal will effect relief. 

Two significant differential diagnostic fea- 
tures need comment. The first is that in 
unmixed atrophy of the liver bile is persistently 
found in the material obtained by duodenal 
drainage of deeply jaundiced patients who have 
associated severe toxemia, thus distinguishing 
this disease from obstructive lesions of the 
biliary tract. The second fact shown by their 
study is that severe pain was never an initial 
accompaniment of the jaundice; besides, chills 
and fever were extremely rare. 

G. E. LEARMONTH 


Stones in the Common Bile-Duct. Rowlands, 
R. P., The Lancet, 1932, 1: 975. 


This lecture is based upon 116 cases of stone 
in the common bile-duct. The author states 
that. only the smallest stones can pass through 
the normal cystic duct, whose channel is very 
narrow—only one-tenth of an inch in diameter. 
For larger stones to pass, the cystie duct has to 
dilate as a result of chronic inflammatory 
softening and repeated attacks of colic. Only 


one-fifth of his 666 cases of gall stones had 
Jaundice is 


ealeuli in the common bile-duct. 
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not necessary for the diagnosis of stones either 
in the gall bladder or the common bile duct. 
He gives in detail complications of biliary colic, 
and lists the other obstructions of the bile-ducts 
mistaken for gall stones. 

When the cause of chronic jaundice is uncer- 
tain it is generally wise to explore, and Row- 
lands has frequently been rewarded by finding 
stones in the common bile-duct. If no stone is 
found a cholecyst-gastrostomy may be done. It 
is very rarely wise to allow many repetitions of 
biliary colic with jaundice, although it may be 
reasonable to hold the hand after the first 
attack in the hope that the only stone has 
passed and that no more may develop. After 
every fresh attack spontaneous cure becomes 
more and more improbable. 

Medical treatment of the condition is limited 
to morphine and atropine and certain of the 
antiseptics, such as hexamine, salicylates, and 
sulphates. He details the type of surgical 
treatment. 

His mortality rate in 116 cases of choledocho- 
tomy. was 12 per cent. He feels that the 
mortality rate would be reduced to 5 per cent 
if very late cases were not included. In 434 
eases of cholecystectomy the mortality rate was 
1.6 per cent. He had 116 cases of cholecysto- 
stomy, with a mortality rate of 18 per cent. 

W. L. GRAHAM 


The Incidence of Anzrobic Infections of the 
Gall-Bladder. Gordon-Taylor, G. and Whit- 
by, E. H., Brit. J. Surg., 1932, 19: 619. 


In a former paper the authors reported the 
finding of B. welchii in 9 out of 50 cases of 
cholecystectomy. The present paper is a further 
report on an additional 50 cases describing 
technique and results. They find B. welchu in 
10 of this series of cases. They feel that the 
overwhelming frequency of undoubted intestinal 
bacteria, of which B. welchii is one, definitely 
indicates that the intestine is the commonest 
source of gall-bladder infection, be that infec- 
tion a primary or a secondary lithogenic factor. 
They acknowledge the opposite view held by 
Rosenow and Wilkie. In this series undoubted 
intestinal bacteria were present in all the 50 
eases. Apart from B. welchit and common in- 
testinal bacteria, S. aureus and albus were 
found. 

W. L. GRAHAM 


The Aerodynamics of Bronchial Obstruction. 
Lindskog, G. E. and Van Allen, C. M., Arch. 
Surg., 1932, 24: 204. 


In certain essential respects the aerodynamics 
of bronchial obstruction is not known; for 
example, how deep breathing introduces air 
into a collapsed section of lung, the bronchi of 
whieh are filled with mucus; nor under the 
same conditions how cough evacuates. the 
mucus. Archibald demonstrated that during 
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fluoroscopic examination of the bronchial tree 
with the use of radio-opaque oils, in both man 
and dogs, that the inconstant and diverse 
effects of cough may be plainly visualized. On 
coughing, a column of such oil in a bronchus 
is usually thrown to the trachea or to the 
alveoli at times, or it is not displaced in either 
direction. It is not known what governs the 
direction. The valvular action of masses ob- 
structing the bronchi in the production of pul- 
monary atelectasis is another subject about 
which little is known. The simple mechanical 
theory of the valve cannot logically be dis- 
carded so summarily as it has been, since it is 
known that bronchial obstructions have valvu- 
lar actions at times. Jackson has verified this 
bronchoscopically. The authors have developed 
a method in recent experimental work on 
problems pertaining to bronchial obstruction 
whereby the intrabronchial currents of air at 
the point of an obstruction could be observed 
directly. This method, which is an elaboration 
of that with a water valve of Van Allen and 
Adams, was used in a series of experiments 
with the purpose of investigating systematical- 
ly and defining the principles of the respiratory 
aerodynamics in bronchial obstruction. 

In this contribution they describe a new 
function of the lungs which they term ‘‘col- 
lateral respiration’’. This enters significantly 
into bronchial aerodynamics and depends on 
the fact that the lobular divisions of the 
bronchial tree of any one pulmonary lobe are 
inter-connected abundantly at the periphery, 
rather than being independent, as has been 
generally supposed. The pulmonary interlobu- 
lar septa are incomplete, and there is inter- 
communication of the alveoli at the planes of 
fusion of the lobules by minute passages and 
perhaps by diffusion through the alveolar walls. 
When the bronchus supplying one lobule or 
group of lobules is obstructed, spontaneous 
communication is brought about and the 
obstructed part breathes by way of the col- 
lateral connections with the parts of the lobes 
remaining free. Thus may respiration continue 
and maintain the inflation of the obstructed 
lobules as long as obstruction lasts. The same 
may occur in man. There is interruption of 
collateral respiration whenever the potency of 
the obstruction and free parts of the lung is 
lost, as when there is an accumulation of 
inflammatory exudates and secretions, or from 
insufficient respiratory expansion. Collateral 
respiration bears the same relationship to the 
bronchial system as collateral circulation .to 
the vascular system. There is no collateral 
interlobar respiration in man or in the dog. The 
results of the present study afforded clarifica- 
tion for certain obscure clinical phenomena of 
bronchial obstruction, particularly, for the 
inconstant effects of cough on materials ocelud- 
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ing the bronchi and for the relationship 
between valvular bronchial obstruction and 
atelectasis. G. E. LEARMONTH 


OBSTETRICS AND GYNACOLOGY 


The Cardiac Output in Pregnant Women. 
Stander, H. J. and Cadden, J. F., Am. J. 
Obst. G Gyn., 1932, 24: 18. 


In this study the acetylene method of 
Marshall and Grollman was used. Seventeen 
women were tested throughout the course of 
pregnancy as well as during the first month of 
the puerperium and these conclusions were 
reached. The cardiae output in the normal non- 
pregnant woman is 2.2 to 0.3 litres per square 
meter of body surface per minute. In normal 
pregnancy the cardiac output begins to rise 
above the normal level at the start of the fourth 
month. From the fourth month of pregnancy 
to full term there is a steady increase in cardiac 
output, amounting to over 50 per cent of the 
‘normal value. The heart slowly returns to 
normal after delivery and reaches its non-preg- 
nant level by the end of the third week of the 
puerperium. In pregnant patients with cardiac 
disease it is most essential that particular at- 
tention be paid to the first appearance of the 
slightest sign indicating cardiac embarrassment 
or decompensation, and that in arriving at a 
proper evaluation of the power of the heart, 
due recognition to the growing demands of preg- 
nancy be given. Labour undoubtedly produces 
a still further strain on the heart. 

Ross MITCHELL 


UROLOGY 


Primary Epithelioma of Urethra. Kirwin, T. J., 
J. Urol., 1932, 27: 539. 


The writer gives an interesting history of 
the earliest reported cases. In all he has col- 
lected 99. Malignancy of the urethra must be 
sharply differentiated from that of the glans 
penis, of the prostate, and of Cowper’s glands. 
The most common type of lesion is the 
Squamous-celled carcinoma, the papillary form 
being seen less frequently, and the columnar- 
celled very rarely. The growth appeared most 
often in the perineal or membraneous portion 
of the urethra, rather than the penile, though 
the fossa navicularis is the only portion lined 
with squamous epithelium. The fact that 
squamous-celled carcinoma arises in these por- 
tions of the urethra is accounted for by some 
writers as due either to metaplasia or to 
embryonal cell-nests. It is common knowledge 
among urologists that old strictures develop 
nests of squamous epithelium; patches of 
leukoplakia may form which later - undergo 
malignant degeneration. In at least two-thirds 
of the cases there was an antecedent history of 
stricture of many years’ duration. In general, 





it would appear that urethral carcinoma, like 
other malignant lesions, can be traced with a 
fair degree of positiveness to antecedent irrita- 
tion and injury to the tissues involved. 
Difficulty in urination is usually the chief 
complaint, suggestive of the presence of stric- 
ture, and when such is known to be present 
neither the physician nor the patient is likely 
to recognize any change in the nature of the 
urethral lesion. As it progresses, however, the 
patient himself may perhaps notice an altera- 
tion in the size of the penis, as well as its 
appearance and consistency. It feels hard and 
is often red and edematous. Permanent partial 
erection may occur, or even complete priapism. 
(Edema of the soft parts may be so great as to 
simulate extravasation of urine extending over 
scrotum and perineum. Palpation usually en- 
ables the examiner to make out one or more 
hard nodules. Sometimes discharge is an early 
symptom and may direct attention to the 
lesion. In time, infection is certain to super- 
vene and the clinical picture resembles a 
peri-urethral abscess with finally a malignant 
fistula. Bleeding may occur at any time. 
Because of such an uncommon finding the 
examiner seldom thinks of epithelioma and only 
when the supposed stricture resists all attempts 
to keep it dilated, when discharge—soon loaded 
with pus and generally bloody—makes its ap- 
pearance, or the character of the already pres- 
ent discharge is radically changed, does the 
medical attendant realize that he is dealing with 
a more serious condition. The general condi- 
tion usually remains good. The diagnosis can 
only positively be established by biopsy. Metas- 
tasis to the inguinal glands is fairly prompt, 
and will usually be in evidence on careful palpa- 
tion the first time the patient is examined. 
When such extension is present the prognosis 
is more grave, but should not be considered 
utterly hopeless. The disease is, however, high- 
ly fatal, though the patient may survive for a 
considerable time. Report is made in detail of 
a personal case wherein the original lesion was 
close to the urinary meatus and the inguinal 
glands were markedly involved. The growth 
was excised with the bipolar cautery, the metas- 
tatic inguinal glands were removed, and the 
wounds treated, first, by radon implantation, 
and, later, by alpine light and deep x-ray. Ex- 
amination after four months showed slight re- 
currence, but this was readily controlled by 
further cauterization. The patient remains in 
good condition. N. E. BERRY 


PAEDIATRICS 
Treatment of the Acute Cerebral Complication 


of ‘‘Nephritis’’. Aldrich, C. A., Am. J. Dis. 
Child., 1931, 6: 1265. 


The term ‘‘cerebral complication”’ is defined 
as ‘‘cerebral symptoms with hypertension’’, 
and it excludes the condition known as ‘‘true 
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terminal uremia.’’ The symptoms of cerebral 
complication of nephritis (vomiting, headache, 
dizziness, visual disturbances, convulsions and 
coma) are distinetly cerebral, and the most 
constant physical finding—arterial hyperten- 
sion —is considered an index of intracranial 
pressure. Out of a total of 186 nephritic 
children treated by the author in the past ten 
years, 28 presented this cerebral complication. 
Twenty-five of the 28 patients had acute post- 
infectious hemorrhagic nephritis; 3 suffered 
from chronic nephritis; and the urine of 
all showed blood. These 28 cases are reported 
in detail, in chronological order of the dates of 
their admission to hospital, and they reflect the 
author’s experience over a period of ten years, 
during which time he radically modified his 
treatment of the acute cerebral complication of 
nephritis. The series of 28 cases falls into 
three groups, depending upon the type of 
therapy employed. 

The first 3 cases constitute Group 1. They 
were treated by restriction of fluids and by 
vigorous dehydrating measures. All 3 were 
seen before the onset of cerebral symptoms; all 
developed convulsions and coma; 2 recovered 
after intravenous treatment and a prolonged 
stormy course; 1 died. The unfavourable ex- 
perience with Group 1 caused the author to 
discontinue dehydration therapy. The next 9 
eases (Group 2)- were accordingly given a 
liberal fluid allowance, and either no medica- 
tion or small amounts of magnesium sulphate 
(intravenous therapy being of course employed 
in comatose patients as in the first group). All 
recovered, 7 promptly and 2 after a stormy 
course. 

The last 16 cases (Group 3) were treated by 
forced fluids and large doses of magnesium 
sulphate. Blood pressure readings were fre- 
quently made, and, if the pressure mounted, a 
50 per cent solution of magnesium sulphate was 
given in doses of one to seven ounces daily 
until the blood pressure became normal and 
symptoms disappeared. If convulsions or coma 
were present spinal puncture was done. If 
this did not relieve symptoms, 2 per cent 
‘magnesium sulphate was slowly and continu- 


ously given by a vein until the blood pressure | 


(readings being taken on the other arm) fell 
almost to normal. From 100 to 200 ¢.c. was 
usually sufficient to bring the blood pressure to 
the desired level and so to improve the 
patient’s condition that fluids could be taken 
by mouth and treatment like that for conscious 
patients instituted. All 16 children made good 
recoveries and although they were more grave- 
ly ill than the patients of Group 2, their re- 
covery seemed more prompt. The large doses 
of magnesium sulphate did not cause loose or 
frequent stools in edematous patients until 
after the relief of symptoms. The drop in blood 
pressure and the cessation of cerebral symptoms 
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did not coincide with body edema. Frequently 
forced administration of fluids coincided with 
the fall in arterial tension. Diuresis usually 
followed the drop in blood pressure by from 
one to four days. The relief of symptoms 
occurring while magnesium sulphate or other 
hypertonic solution is being given intravenous- 
ly leaves no doubt as to its efficacy. The 
author believes that magnesium sulphate in 
large doses by the mouth acts in the same way, 
by a dehydrating effect on the colloids of the 
brain. He believes the forcing of fluids to be 
indicated in these eases. The article concludes 
with some speculations as to the mechanism by 
which these therapeutic measures act. 

A. K. GEDDES 


Endemic Purpuric Meningococcus Bacteremia 
in Early Life: The Diagnostic Value of 
Smears from the Purpuric Lesions. McLean, 
S. and Caffey, J., Am. J. Dis. Child., 1931, 5: 
1053. 


In a group of 283 endemic eases of all types 
of meningococcal infections, 32 cases showed he- 
morrhagic cutaneous lesions, giving an incidence 
of 11.5 per cent for purpura in the meningoccus 
infections of childhood. The incidence was least 
in the first. year of life. The importance of the 
examination of stained smears from these skin 
lesions as a practical method for the consistent 
early bacteriological diagnosis of the disease is 
emphasized. A stab-wound is made over the 
cleansed surface of a purpuric spot, the tissue 
fluid is collected on a cover-glass, stained by 
Gram’s method, and examined for Gram-nega- 
tive intracellular diplocoeci, the search being 
continued for one hour before a negative report 
is made. 

In 18 cases of meningococeus bacteriemia 
with purpura, meningococeci were demonstrated 
in smears from the purpuric lesions in 15, or 
83 per cent. The incidence of such positive 
smears was greater than that of positive blood 
cultures—83 as against 68 per cent. In each 
instance when the smear was negative the blood 
culture was also negative; the smears from the 
purpuric lesions were always positive when 
meningococei could be grown from the blood. 
In one clinically typical case the examination 
of the blood and cerebrospinal fluid was nega- 
tive, and the only positive bacteriological obser- 
vation was the smear from the purpuric lesion. 
In 12.5 per cent of the 32 cases, no inflam- 
matory changes were demonstrated in the spinal 
fluid, and a positive smear from the skin lesions 
was the only method by which an immediate 
diagnosis could be made. 





A. K. GEDDES 


Gonorrheal Vulvovaginitis: Possible Sequele 


in Adult Life. Dooley, P., Am. J. Dis. Child., 

1931, 5: 1086. 

Little is known of the late results of the 
gonorrheal vulvovaginitis of childhood. It has 
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been stated by some writers that the ultimat 
prognosis is good, by others that endometritis, 
dysmenorrhea, gynatresia, and sterility may be 
late sequele of the disease. Very few satis- 
factory studies have been made.. The present 


investigation was conducted by Dooley at Johns | 


Hopkins Hospital. The records were reviewed 
for cases in which the bacteriological diagnosis 
had been made at such a date that the patient 
would now be 20 years old. The follow-up 
located 32 such patients, of whom 21 were white 
and 11 coloured. Their ages at the time of in- 
fection ranged from 3 to 10 years. Twelve had 
not been treated; the rest had been treated for 
varying lengths of time. Menses had begun at 
11 to 15 years; all were regular; in no case was 
there incapacitating dysmenorrhea. Leucor- 
rhoea was present in five. Seventeen of the 32 
women were married. Ten of these had borne 
children, two others were pregnant, and two 
habitually practised contraception. The ten 
mothers had borne fifteen children. Though 
the series is small, this follow-up study strongly 
supports the contention that gonorrheal vulvo- 
vaginitis in young girls has few sequele in adult 
lift, and in particular negatives the assertion 
that the disease contributes to any extent to- 
wards sterility. 

A. K. GEDDES 


OPHTHALMOLOGY 


Ocular Symptoms in the Diagnosis of Tumour 
of the Brain. Abbott, W. D., Arch. Ophth., 
1931, 6: 244. 


The cardinal symptoms leading to the diag- 
nosis of tumours of the brain are headache, 
choked disks, vomiting. However one or more 
of these indications may be conspicuously ab- 
sent. The importance of a thorough ophthal- 
mological examination. in a case of suspected 
tumour of the brain cannot be estimated because 
of the frequency with which the ocular symp- 
toms are of definite localizing value. The mani- 
festation of involvement of the optic tract may 
appear at any place along the course of the 
visual pathway, and an attempt is made to 
present the various types of lesions and their 
clinical significance. 

The appearance of choked disks or atrophy 
of the nerve head is not indicative of focal 
lesions, but may be caused by pressure exerted 
at any place within the cranial cavity. Total 
destruction of the optic nerve at a point peri- 
pheral to the chiasm will result in complete 
blindness of one eye and absence of the pupil- 
lary reflex. If only a portion of the optie fibres 
is destroyed scotomas or narrowing of the field 
will be encountered. If a lesion involves only 
the mesial portion of the chiasm, as in tumour 
of the hypophysis, hydrocephalus, or tumour of 
the third ventricle, or tumour of the infundi- 
bulum, it destroys the decussating fibres that 





come from the nasal portions of the retinas, and 
the result is a bitemporal hemianopsia. Lesions 
of the optic tract, primary visual centres and 
radiation of Gratiolet cause homonymous lateral 


-hemianopsia, because either both right or both 


left halves of the visual fields are involved. It 
is necessary to correlate ophthalmological neuro- 
surgical and general symptoms in a deliberate 
manner, before a definite localization of cere- 
bral neoplasm can be made. 

S. HanrorD McKEE 


Certain Pathologic Conditions about the 
Chiasm; with special Reference to Pituitary 
Adenomas. Holloway, T. B., Arch. Ophth., 
1931, 6: 81. : 


In approaching the study of certain lesions 
that may develop at the base of the skull in the 
vicinity of the chiasm, it seems appropriate to 
refer to certain anatomical conditions that may 
influence to some extent certain signs or symp- 
toms that are prone to oceur. While choking 
is not the most frequent manifestation in the 
dise in association with the lesions under dis- 
cussion it occurs in a definite number of cases. 
Although most observers have accepted the 
mechanical theory of choked disc, the author 
has always believed that another factor was 
frequently present, so that the cause of the 
choking might be attributed to the mechanical 
theory, plus X, the latter factor doubtless 
constituting a variable quantity, but one which 
might influence the time of onset or the 
intensity, duration, or absence of choking. 
Those who have had the opportunity of coming 
in contact with a considerable number of 
patients with tumours about the chiasm have 
noted how frequently these patients have 
been seen at earlier periods by one or more 
ophthalmologists. Considering the fact that 


‘the two earliest and consistently outstanding 


symptoms are headache and failing vision, this 
is a natural consequence, and many writers 
have discussed in detail the headache associated 
with pituitary disease. In one series on 20 
cases of adenoma, the pain was frontal, above, 
in or behind the eyes in 16 instances, that is, 
in 80 per cent. In similar percentage it began 
simultaneously with or later than the onset of 
the visual disturbance. The essential change in 
the dise in cases of adenoma is primary optic 
atrophy. The changes in the fields usually 
begin by indentations in the superior temporal 
quadrant of each eye, proceeding downward in 
the temporal fields and then upward in the 
nasal field. Of the three chief factors offered 
in explanation of the defects in the fields, 
traction, pressure and toxins, the author is of 
the opinion that pressure is the most important 
and most frequent. In cases of adenoma, de- 
preciation of vision is usually the first symp- 
tom noted. It is sometimes preceded by head- 
ache, usually early in the disease. The most 
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frequent manifestation of the dise is a primary 
optic atrophy. The hemianopia produced tends 
to be irregular. A bitemporal hemianopia 
occurs about seven times as frequently as a 
homonymous defect. Involvement of the extra- 
ocular muscles is at times noted, and it is 
possible that diplopia may occur independently 


of any true muscular palsy. 
S. HanrorD McKEE 


NEUROLOGY AND PSYCHIATRY 


The Dangers and Advantages of Sex Instruc- 
tion in Children. DeSchweinitz, K., Mental 
idygiene, 1931, 15: 3. 


Sex is a subject about which no one is en- 
tirely rational. It is always approached with a 
certain amount of tension and of fear acquired 
by the difficulties in harmonizing the most 
powerful and individualistic of the emotions to 
the exigencies of our modern social situation. 

The idea of accepting sex as an inevitable and 
altogether desirable fact of life is too daring 
for us to contemplate, but there is nothing 
philosophic about this attitude; something must 
be done and we must do it. It is emotion and 
not reason that guides us. Hence the irrational 
extremely variable attitudes on the question of 
the instruction of children in matters of sex. 
Two generations ago the theory was that the 
less said about sex the better. Now the pendulum 
has swung to the other end of the scale and the 
duty of informing children has been placed on 
the shoulders of already burdened parenthood. 
The impression given is that there is a definite 
entity to sex instruction, that it has an almost 
curricular exactness, and that if this particular 
treatment is not applied all hope for the child 
must be abandoned. The fear motive which was 
once applied to children is now transferred to 
their elders. This attitude is fallacious in some 
respects. There is at the outset the belief that 
information is a solution in itself and there is 
a vague feeling that this process of education 
will in some mysterious way allay the sex urge 
and keep it in quiescence till it can find an 
acceptable mode of expression. This attitude is 
definite evidence of the failure to accept the 
reality of life’s most pervasive and fundamental 
emotion. Information is not per se a controlling 
factor in conduct; any child guidance clinic can 
produce patients with full information who have 
yet adopted undesirable modes of behaviour. 
The tendency is too active. Education is a far 
more passive process on the part of the edu- 
cator than we like to believe. It is the child’s 
lead that should be followed, not the parents’. 
Of course parents are the best initial instructors, 
and of course they should convey their infor- 
mation not in set interviews but casually in 
response to questions. If, however, they cannot 
fit into the role with reasonable ease or the child 
is not moderately. receptive it seems unwise to 
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force the issue. Perspective about the factual 
side of sex instruction cannot be attained till 
we believe in that instruction for the child, not 
as a prophylactic measure but simply as a 
matter of right. 

We are probably now turning the corner from 
a necessary period of propaganda. There was 
a time when sex needed to be brought into the 
foreground, to free it from the harmful taboos 
of the past, but are we not now ready for a 
further step, namely, the integration of sex in- 
struction with the whole movement of child- 
study and parental education. It is precisely 
what has happened in the campaign against 
tuberculosis. Most of the preventive measures 
that entered into the anti-tuberculosis movement 
apply also into the maintenance of physical well- 
being and have now become ‘a part of general 
public health. Similarly with sex education we 
have passed the stage where it was necessary 
to over-emphasize the importance of specific sex 
instruction. Sex is not an isolated phenome- 
non, but permeates and affects the whole per- 
sonality ; it is woven into the emotional fabric, 
but it is also conditioned by the quality of that 
fabric. Whatever influences the development 
of personality and the emotional life influences 
sex in its every manifestation. Therefore, it 
would seem that the time has come to regard 
sex instruction not as a separate entity but as 
an integral part of the whole scheme of child 
edueation. G. N. PATERSON-SMYTH 


The Meningeal Fibroblastomas on the Under 
Surface of the Temporal Lobe, and their 
Surgical Treatment. Elsberg, C. A., Bull. 
Neurol. Inst. of N.Y., 1932, 2: 95. 


Of 102 meningeal fibroblastomas in the 
author’s series, 15, or 14.7 per cent, lay on the 
under surface of the right or left temporal lobe 
and were attached to the dura of the floor of 
the middle cranial fossa. These cases present 
a fairly typical syndrome. The patient, an 
adult, has had attacks of unconsciousness or of 
generalized convulsions for several years. He 
then commenees to suffer from attacks of head- 
ache and slight personality changes. Few 
localizing signs are found by examination. 
There may be papilledema or pale dises, and 
there is frequently slight unilateral facial 
weakness. Nystagmus or nystagmoid move- 
ments of the eyeballs may be noted on lateral 
gaze to both sides, or to the same side as the 
facial weakness. X-ray examination reveals 
atrophy of the sella which involves especially 
the floor and posterior clinoid processes. Ven- 
triculography is frequently necessary to settle 
the diagnosis. 

The author discusses the effects of the 
growths upon the temporal lobe and upon the 
blood vessels—these effects depending upon the 
area of dura from which the tumour has arisen. 
The technical procedures for their removal are 
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essentially the same as those used for the re- 
moval of meningiomas from other regions of 
the brain. 

FRANK A. TURNBULL 


HYGIENE AND PUBLIC HEALTH 


Pellagra Mortality Among Wage Earners. 
Statis. Bull., Metropol. Life Insurance Co., 
1932, 13: 5. 


Evidence appears to be accumulating to the 
effect that, in spite of widespread unemploy- 
ment with its attendant lowered standard of 
living, health conditions on this continent, so 
far as mortality statistics indicate them, have 
never been so favourable. The disease pellagra, 
which is associated with a deficiency of 
vitamins normally found in fresh lean meat, 
milk and yeast, might logically have been ex- 
pected to increase. Yet the records of the 
many million policy holders of the Metropolitan 
Life Insurance Company indicate that in the 
years 1930-1931 the mortality from pellagra 
has not increased but has in fact declined some- 
what. The Metropolitan mortality figures 
usually reflect very accurately the trend of 
mortality of the whole population in the United 
States and Canada. However in these times, 
when presumably many insurance policies have 
been allowed to lapse, it is possible that the 
company may have a rather preferred class of 
policy holders, who might not reflect in their 
mortality the diseases ordinarily prevalent 
among the very poor. 

FRANK G. PEDLEY 


Physical Impairment Among One Thousand 
Negro Workers. Allen, F. P., Am. J. Pub. 
Health, 1932, 22: 579. 


Under the title ‘‘Life Conservation Studies’’ 
the Cincinnati Public Health Federation and 
the Anti-Tubereulosis League have published 
several studies of physical impairments in 
groups of supposedly normal individuals. The 
first study was of 1,000 white male office 
workers, the second study of 1,000 white machine 
and hand tool operators and the third study, 
now reported, of 1,000 negro workers. It is 
generally known that morbidity and mortality 
rates are substantially higher among the colour- 
ed than among the white, and some have assumed 
that this difference is due to race rather than 
environment. Statistics are given to show that 
negroes, enjoying a good standard of living, may 
have a more favourable mortality experience 
than whites of a lower economic status. This 
would seem to indicate that environment plays 
an important part in mortality. These observa- 
tions, however, are not really part of the study 
and are given merely to indicate the possibility 
of improving the negro mortality experience. 

Of the 1,000 negro workers examined in this 
study only one was free from demonstrable 
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physical defects; 911, in the opinion of the med- 
eal examiner, would profit by early medical 
eare; 8714 per cent of the men under 25 years 
of age had physical defects classified as major, 
and this percentage increased in the older ages. 
Some of the more important physical defects 
were marked deviation from average weight, 
errors of refraction, -dental defects, cardio- 
vascular lesions, pulmonary defects and hernia. 
Of the men 56 per cent had significant cardiac 
defects, 8 per cent pulmonary defects (not 
classified) ; 15 per cent had hernias and approx- 
imately 30 per cent positive Wassermann reac- 
tions. 

The results of these examinations, compared 
with those of whites, indicate that unsuspected 
physical defects of a serious nature are more 
frequent among negro workers and that in the 
defects found probably the cardiovascular sys- 
tem is the chief offender. 

FRANK G. PEDLEY 


RADIOLOGY 


Primary Carcinoma of the Lung. Manges, W. 
F., Am. J. Roentgenol., 1932, 27: 858. 


This disease is either increasing, or the 
patients are more generally coming to the 
roentgenologist for study. The disease is one 
which requires team-work. The bronchoscopist, 
the roentgenologist, the thoracic surgeon, and 
above all the pathologist, are all called upon to 
carry part of the burden of diagnosis and 
therapy. Cases generally come late for diag- 
nosis, aS is shown when the preliminary 
roentgen examination reveals a large tumour 
mass, or atelectasis of a lobe, or a large area of 
exudate filled lung distal to the point where 
the growth obstructs a bronchus. 

The early symptoms are those of bronchial 
irritation, and the early signs are those of 
bronchial obstruction, but these are signs of 
other pulmonary conditions also, and differ- 
ential diagnosis must be carried out. For this 
purpose the bronchoscope is the chief instru- 
ment of our further effort. Chevalier Jackson 
divides malignant growths of the lung into 
three classes: (1) growths primarily endo- 
bronchial; (2) growths primarily peribronchial 
or parenchymal; (3) peribronchial growths 
seen after the endobronchial intrusion of the 
growth. 

In the first and third groups tissue may be 
obtained, bronchoscopically, for section, and in 
the second group the growth can be ‘‘felt’’, 
thereby determining the ‘‘fixity’’, ‘‘rigidity’’, 
and ‘‘deformity of the bronchial wall’’. 
Roentgenologists should become ‘‘Primary- 
earcinoma-of-the-lung-minded’’ so that when an 
unusual lesion is seen which has no char- 
acteristic appearance this lesion should be 
thought of at once. It occurs four ‘times as 
often in men as in women. The relative fre- 
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quency of symptoms in 61 patients is as 
follows: cough 88 per cent; expectoration 67 
per cent; pain 72 per cent; hemoptysis 45 per 
cent; dyspnea 50 per cent. Fever was present 
in 55 per cent of these cases at some time. The 
roentgenologist should determine whether this 
lesion is accessible to the bronchoscopist or the 
surgeon. The bronchoscope has become of 
great value in the diagnosis of malignancy of 
the lung. 

Carcinoma of the lung most frequently re- 
sembles some infectious process. In primary 
carcinoma of the lung one or more borders of 
the lesion»are in the majority of instances 
smooth and sharp, whereas in infection this is 
rarely so. The mediastinal structures are 
usually displaced towards the lesion when 
malignancy is present; they never are in acute 
infections; and in chronic infection the lesion 
is usually bilateral, unless it is due to a foreign 
body of long sojourn or follows such a condi- 
tion as a post-tonsillectomy lung abscess. Many 
of these lesions act like foreign bodies. Tuber- 
culosis rarely enters the picture. A real diffi- 
culty lies in distinguishing between primary 
pulmonary carcinoma and tumours arising from 
the mediastinum, such as the lymphoblastomas. 
The problem of differentiating between benign 
and malignant tumours is left entirely to the 
bronchoscopist and the pathologist. X-ray 
therapy of these lesions is described and some 
satisfactory results recorded. 

A. S. KIRKLAND 








Obituarics 


Dr. Edward Charles Arthur. With the passing 
of Edward Charles Arthur, M.D., C.M., of Nelson, 
B.C., the profession loses one more link with the early 
days. He died on July 6, 1932, at the age of seventy- 
five. 

The story of Dr. Arthur’s life is an epic of 
pioneering. Born in the Bay of Quinte district of 
Ontario, of United Empire Loyalist stock, on Novem- 
ber 29, 1856, he obtained his B.A. and M.A. degrees 
at Victoria College, Cobourg. For some years he was 
a school teacher, and in 1888 graduated in Medicine 
at Trinity College, Toronto. He was a surgeon on 
the construction of the Canadian Pacific Railway, 
north of Lake Superior, and in 1890 followed the 
railway construction into the Kootenays. Passing 
railhead, and following mining trails along Kootenay 
Lake, he arrived on foot at what later became Nelson. 
It is not strange that he then acquired an interest 
in mining which was to last throughout his life. With 
the completion of the railway, he practised at Nelson, 
being physician, druggist, coroner and proprietor of 
various mining ventures in the vicinity. A school 
was a necessity, and the first classes were held in 
the doctor’s dining room. Following the organization 
of a public school, he was for twenty years a member 
of the school board. His deep interest in education 
was reflected in later years, when he organized and 
led an agitation for the establishment of a provincial 
university. ny 
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In those early days his practice took him miles 
away, to mining camps and lonely cabins, the only 
roads, pack trails, and the only conveyance, a horse, 
or in winter, his own snow-shoes. Only those who 
have lived in a mountainous country can realize all 
that the snows, the freshets, and the diurnal extremes 
of temperature involved in a country virtually with- 
out roads. Only such a man could, amid such fatigues 
and trials, find time for his numerous other activities. 
He was for many years active in municipal affairs 
and on the Board of Trade, being especially interested 
in fostering mining. He served in England during 
the Great War, and after his return became city 
health officer, the position having become vacant 
through the death of his wife, Dr. Isabel D. Arthur. 
He was an active member of the Oddfellows and a 
Past-grand-master of the provincial Masonic order. 
It is given to few of our profession to see the 
fruits of his labours blossom as had Dr. Arthur. 
Nelson is a beautiful city, in picturesque surroundings, 
and well supplied with all that makes for comfort 
and health. Much of what Nelson is to-day is due 
to the vision, the foresight, and the initiative of 
this kindly and well-beloved physician. 
C. H. BASTIN 





Dr. Eugéne Allard died recently at a compara- 
He was a 
native of Ancienne Lorette, and began his early educa- 
tion at the Petit Séminaire de Québec. At Laval 
University he had a brilliant career, and served both as 
interne and externe in the university hospitals. He was 
also interne at the Clinique Roy-Rousseau. Graduating 
with distinction, he then became resident at 1’H6pital de 
1’Enfant Jésus. 





Dr. Arthéme Breton, Professor of Bacteriology at 
the University of Montreal, died on May Ist at St. 
Hyacinthe at the age of 37. He was born at St. 
Hyacinthe and studied at the local seminary, afterwards 
taking his medical course at the University of Montreal. 
After studying in Paris for three years under a 
provincial scholarship he returned, and was made Pro- 
fessor of Bacteriology at the University of Montreal. 





Dr. Ferdinand Alonzo Dales, Toronto, for thirty 
years a medical practitioner at Stouffville, died on July 
17, 1932, at his home in Toronto in his 70th year. Born 
at Drayton, he graduated from the University of Toronto 
in 1896. He practised for two years in Myrtle before 
going to Stouffville. Doctor Dales was a member of the 
Council of the College of Physicians and Surgeons of 
Ontario from 1915 to 1928. Surviving are his widow; 
a daughter, Mrs. J. C. Marriott, of Woodstock; and two 
sons, R, L. Dales, of the Bank of Nova Scotia, Winnipeg, 
and Dr. J. N. Dales, dentist, of Toronto. 





Dr. Amedée Demers, Public Health physician for 
the city of Sherbrooke, died at the Saint Vincent de 
Paul Hospital of that city on June 23rd after a long 
illness. He was born in Montreal on April 25, 1892, 
the son of the Hon. Philippe Demers, who is now 
judge of the Supreme Court of Montreal and Dean 
of the Faculty of Law of Montreal. Dr. Demers 
graduated from the University of Laval in 1916. 
After serving as an intern at the Notre Dame Hos- 
pital he went overseas on active service. After the 
war he established himself in Sherbrooke, where he 
was in charge of Public Health. His services in this 
department have been notable. In ten years he com- 
pletely reorganized the municipal service. The town 


_ owes to him inspection of the milk and meat supplies 


and the reorganization of the Civic Hospital for In- 
fectious Diseases, as well as a number of other im- 
provements in matters of public health. Amongst 
these may be mentioned the organization of the Anti- 
Tuberculosis League of Sherbrooke. 
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Dr. William K. Hall, of Marpole, B.C., passed 
away on July 28th, following a sudden collapse while 
playing golf the previous afternoon. The late Doctor 
Hall was born in Hull, Que., in 1876, received his early 
education at Upper Canada College, and graduated from 
Manitoba Medical College in 1900. After practising for 
a time in Manitoba he removed to British Columbia in 
1908. He is survived by one daughter. 





Dr. John Franklin James, of Sarnia, Ont., died in 
Strathroy on July 1, 1932, at the age of sixty-three. 
He graduated from the University of Western Ontario 
in 1895. Dr. James had practised medicine in Sarnia 
for many years. Surviving are his widow, Mary Lily 
James; two sons, Captain A. A. James, of Halifax, and 
Paul James, of Sarnia; his mother, Mrs. David James, 
of Strathroy; one sister, Miss Mary James, of Strathroy, 
and a brother, Edward, of Cleveland. 





Dr. George B. Jamieson, of Barrie, Ont., died at 
his home on July 7, 1932. He was born in 1868 and 
graduated from Trinity University in 1900. 





Dr. George R. D. Lyon, of Rivers, Man., died 
suddenly at his home on July 30th, in his 53rd year. 
He was a veteran both of the Boer War and the Great 
War, and practised at Stettler and Innisfail, Alberta, 
before coming to Rivers thirteen years ago. For many 
years he was chairman of the Rivers School Board and 
in the recent provincial elections he unsuccessfully 
opposed Hon. D. G. McKenzie in Lansdowne con- 
stituency. He was highly respected by those who knew 
P99 His widow, one son and three daughters survive 
lim. 





Dr. Andrew Mackay, Woodstock, Ont., died on 
July 7, 1932, in his ninety-first year. He graduated 
from Victoria University, Cobourg, in 1871, and from 
Bellevue Hospital Medical College, N.Y., in the same 
year. 

His death removes one of the most stalwart of 
Scottish-Canadians. Doctor Mackay was not a man 
who sought public honour, yet this was thrust upon 
him in many ways. He had been a member of the 
Woodstock Council, Mayor for several years, served 
in the Oxford County Council, and represented North 
Oxford in the Ontario Legislature. 





Dr. F. W. Mann, of Houlton, Maine, died on June . 


16, 1932. Doctor Mann was born in Baillie, N.B., on 
May 18, 1868; graduating from the College of Physicians 
and Surgeons of Baltimore in 1892 and from the Uni- 
versity of Bishop’s College, Montreal, 1900. He prac- 
tised in Monticello, Maine, and later on, since 1900, in 
Houlton. He is survived by his wife and one daughter. 
Doctor Mann was past-president of the Maine Medical 
Association and the Aroostook County Medigal Society, 
a member of the American Medical Association, British 
Medical Association, the New Brunswick Medical Society 
and a Fellow of the American College of Physicians. 
He was a valued worker of the Aroostook Anti- 
Tuberculosis Association and Houlton Board of Educa- 
tion. His associates have expressed, in the form of 
resolutions, their appreciation of Doctor Mann as a 
physician and as a citizen. Although practising in the 
State of Maine, Doctor Mann had for many years rx- 
tended his practice into the nearby Province of New 
Brunswick. His death was a loss, therefore, to both 
Societies. A. STANLEY KIRKLAND 





Dr. Andrew Samuel Moorhead died recently in 
Toronto, in his fifty-sixth year, after an illness of two 
months. 

Born in Mount Albert, he graduated from the 
University of Toronto in 1906, and went to England for 
post-graduate work. On completing his work there he 
was made a Fellow of the Royal College of Surgeons 
(1911). 





He was attached to the Canadian Army Medical 
Corps, and in the casualty clearing stations performed 
about 2,000 operations on wounded men. Returning to 
Toronto he became connected with the Toronto General 
Hospital and was on the staff of the University of 
Toronto as an instructor. He later joined the staff of 
Wellesley Hospital. 

Doctor Moorhead was a member of Bloor Street 
United Church, the Mississauga Golf, Royal Canadian 
Yacht and the Ontario Jockey Clubs. He is survived by 
his widow, and two children, Andrew and Caroline. 





Dr. Robert James Niddrie, of Toronto, died sud- 
denly on July 16, 1932. According to close friends, 
Doctor Niddrie had suffered from a heart condition for 
some time. Doctor Niddrie held an important position 
among surgeons of Toronto, and was a member of St. 
Joseph’s Hospital staff 

He was born in 18664 and graduated in Medicine 
from Victoria University, Cobourg, in 1890. 





Dr. J. E. Perrault died on May 25th at the age of 
44. After practising for some time in Montreal he 
went to Saint-Hubert de Témiscouata, and later estab- 
lished himself at Saint-Anselme, where he worked for 
seventeen years. 





Dr. John Arthur White, Lindsay, Ont., died sud- 
denly at. his summer home at Rosedale on Balsam 
Lake, on July 22, 1932. The late Doctor White was 
a native of the Township of Mariposa, attended school 
at Oakwood and the high school at Lindsay, and 
taught for some time near Sonia, Ont. Following his 
graduation in medicine (Toronto, M.B., 1894), he 
settled in Lindsay. He was for many years a member 
of the Board of Education and a member of the Town 
Council. His death marks the first break in a link 
of ten presidents of the Lindsay Kiwanis Club. He 
was a member of Faithful Brethren Lodge, A.F. & 
A.M., and of the I.0.0.F. and an Orangeman, and was 
also Past-president of the Children’s Aid Society. He 
was a director and shareholder in the Victoria Trust 
and Savings Company for many years. He was active 
in curling, baseball, hockey and other sporting circles, 
and was once President of the Lindsay Athletic Asso- 
ciation. Dr. White was also a member of the Council 
of the College of Physicians and Surgeons of Ontario 
from 1928 until his death. He was predeceased by 
his wife about a year ago, and is survived by two 
daughters and one son, Dr. M. F. White, of Lindsay. 





Dr. Charles Whiteway, of Musgrave Harbour, 
Nfid., died at St. John’s on July 29th, after an 
illness extending over two years. He was a member 
of the class of 1908, Toronto. After graduating he 
returned to his home town and had practised there 
ever since. He was a good, conscientious physician, 
loved by his patients, ever popular and respected by 
his confréres. The life he led owing to the extensive 
territory covered was a strenuous one and doubtless 
this helped to bring on his illness. He was a member 
of and a regular attendant at all sessions of the 
Newfoundland Medical Association. 

D. G. JAMIESON 








Or Porators.—The Potatoes of Canada, called 
Jerusalem Artichocks, were of great account when they 
were first received amongst us, but by reason of their 
great increasing they are become common, and con- 
sequently despicable, especially by those who think 
nothing good unlesse it be deer; but if any one please 
to put them into boyling Water, they will quickly 
become tender, so that being peeled, sliced and stewed 
with butter and a little Wine, they will be as pleasant 
as the bottome of an Artichocke.—Wm. Coles, in ‘‘ Adam 
in Eden, or Nature’s Paradise,’’ 1657, Chap. CCLXIX, 
p. 34. 





Rews 3tems 


Great Britain 


Osler Club, London.—At a meeting held in London 
on July 12th (83rd anniversary of Osler’s birthday), 
Dr. R. W. Chapman, Secretary to the Delegates of the 
Clarendon Press, and President of the Oxford Biblio- 
graphical Society, delivered the fifth Oslerian Oration 
on ‘‘Book production in the 18th century.’’ His 
learned, original, and witty discourse was preceded by 
a few reflections on ‘‘Osler’s influence.’’ The orator 
was introduced by Dr. A. P. Cawadias, O.B.E., M.R.C.P., 
and the following took part in an eager and interesting 
discussion: Dr. Robert Hutchison; Mr. J. G. Wilson, 
Managing Director of Bumpus’; Mr. H. L. Jackson, 
Chairman of Lewis’; Sir D’Arey Power, K.B.E., Hon. 
Librarian of the Royal College of Surgeons; Dr. R. O. 
Moon, F.R.C.P.; Mr. R. H. Hill, Secretary to the 
Bodleian Library; Dr. Harley Williams; Mr. G. L. 
Keynes; Mr. Arnold M. Muirhead; and Mr. W. R. Bett. 
Telegrams of greeting were received from Dr. Harvey 
Cushing, Boston, and Dr. John F. Fulton, Yale. 





East London Children’s Hospital, Shadwell.—On 
July 13th, a lantern-lecture on ‘‘Surgeons of other 
lands’’ was given to the nursing staff by Mr. G. Grey 
Turner, Professor of Surgery in the University of 
Durham. The Chair was taken by Professor Hey Groves, 
of Bristol, and a vote of thanks to the lecturer was 
proposed and seconded by Sir Cuthbert Wallace and 
Mr. Warren Low, President-elect of the Royal Society 
of Medicine. <A large and appreciative audience included 
distinguished guests like Mr. Sampson Handley, Mr. 
Webb-Johnson, Mr. Cecil Wakeley, Mr. E. T. C. Milligan 
and Prof. Leonard Findlay. 





Physicians to the King.—The King has appointed 
Sir Edward Farquhar Buzzard, Bt., K.C.V.O., M.D., to 
be a Physician in Ordinary to his Majesty in the room 
of Sir Humphry Davy Rolleston, Bt. G.C.V.O., K.C.B., 
M.D., resigned. 

The King has also appointed Sir Humphry Davy 
Rolleston, Bt., G.C.V.O., K.C.B., M.D., and Dr. Maurice 
Alan Cassidy, C.B., M.A., M.D., F.R.C.P., to be Physi- 
cians Extraordinary to his Majesty, and Dr. John Alfred 
Ryle, M.D., F.R.C.P., to be Physician to his Majesty’s 
Household in the room of Dr. Maurice Alan Cassidy, 


C.B., M.A., M.D., F.R.C.P., appointed to be one of his © 


Majesty ’s Physicians Extraordinary. 





Royal College of Physicians of Edinburgh—A 
Quarterly Meeting of the College was held on July 19th, 
the President, Dr. Robert Thin, in the Chair. Dr. John 
McIntosh Morgan, M.C., Dundee, was introduced and 
took his seat as a Fellow of the College. The meeting 
then adjourned owing to the sudden death that after- 
noon of Dr. George Gibson, D.8.O., Secretary of the 
College. 

At the adjourned Quarterly Meeting of the College 
held on July 25th, the Vice-President, Sir Norman 
Walker, in the Chair, Dr. John Dixon Comrie, F.R.C.P., 
was appointed the Dr. Alexander Black Lecturer for 
1933. 





The Second Garton Prize and Medal.—The British 
Empire Cancer Campaign announces rules and regula- 
tions governing the second Garton prize and medal 
which will be awarded to the person, or group of persons, 
who shall submit the best contribution based on original 
investigations towards ‘‘ The Biological Effects and Mode 
of Action of Radiations Upon Malignant and Other 
Cells.’? Candidates must be British subjects domiciled 
_in the British Empire. Dissertations must be delivered 
to the Honorary Secretary, British Empire Cancer Cam- 
paign, 12 Grosvenor Crescent, Hyde Park Corner, 
London, 8.W. 1, not later than December 31, 1933. 
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Alberta 


During the first six months of this year the cost 
of maintenance of the Calgary Municipal Hospitals 
decreased from $141,449, which was the cost for the 
same period of 1931, to $130,847. The revenue for 
this period in 1931 was $80,323, while the revenue for 
the same period in 1932 was $76,025. The charge to 
the mil-rate decreased from $61,126 a year ago to 
$54,822 for the first six months of 1932. Expenditures 
at the General Hospital and the two Isolation Hos- 
pitals in 1930 amounted to $155,699, while the revenue 
was $93,898. Charge to the mil-rate during the month 
of June decreased only slightly from $8,802 in June, 
1931, to $8,055 in June, 1932. During June, 1932, 
$21,556 was expended and the receipts were $13,500. 
In the same month of 1931 the receipts were $14,103 
and the expense $22,905. 





A municipal hospital of 12 beds is in proeess of 
erection at the town of Bentley which will be ready 
for occupation next October. 





Some rural municipalities without hospitals of 
their own have assumed responsibility for hospital 
care of those residing in these municipal districts, and 
have contracted to pay nearby hospitals seventy-five 
cents a day for each patient. This amount will be 
paid for those patients who can afford to pay, as well 
as those who are unable to do so. There’ will be no 
further responsibility for the municipality to pay for 
indigent patients. 





The following extract from a recent bulletin 
issued by the College of Physicians and Surgeons of 
Alberta contains some pertinent remarks regarding 
the parlous position of the physician in many of the 
rural districts. ‘These apply as well to those practising 
in the towns and the cities. 

‘‘The question of caring for the indigent sick 
residents of municipalities being borne, as it is largely, 
by the medical profession is gradually becoming an 
impossible burden, and cannot. long continue as at 
present. It becomes worse where the upkeep of a car 
is necessary for the calls. It is noticeable that if 
there are reasonable men on a municipal council, or, 
should we say, informed men, it is less difficult to 
get a council to assume some of the burden which 
belongs by statute to it. It has come to our attention 
that where members use tact, sometimes taking a 
councillor along, where theré can be no doubt of 
the council’s responsibility, so that he may see what 
is involved in the care and treatment of the indigent 
sick, it has been easier to get the council to assume 
a share of its burden. Some people feel that were 
the rural council to definitely place in the budget a 
certain sum for medical care and treatment of indigent 
sick residents, so much per capita for their entire 
population, say fifty cents per head, physicians could 
be paid something for the work done on the basis of 
what they did. If there was only one physician in 
any one municipality he might be on a monthly salary 
for indigent work, and the budget for the work would 
definitely cover all cost for any one year. Having 
in mind that the responsibility for the care of the 
indigent is properly placed on the municipality, what 
would you think should be the basis of paying the 
physicians, giving the indigent patients the choice of 
doctor, where such is possible, and paying the physi- 
cian on the basis of actual work done? Will you 
express your candid opinion to help your council come 
to a satisfactory understanding with the municipalities. 
The Premier has announced that it is proposed to 
reduce the number of rural municipalities to forty, 
thus increasing their size, when the new councils may 
take more seriously their indigent responsibilities. ’’ 
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Recently a representative of the council of the 
College of Physicians and Surgeons of Alberta was 
discussing the medical care of indigent residents with 
the secretary-treasurer of a rural municipality, and 
was informed that though the district hospital was 
paid $900.00 a year for the care of their indigent 
residents, they counted on the generosity of the physi- 
cians residing in the towns where the hospital was 
located to give free professional services. When the 
subject was plainly broached to the official he gave 
as an excuse that if they paid physicians’ fees, half 
of the inhabitants would endeavour to place their 
responsibilities on the municipality. 





Preparations are being made for the annual meet- 
ing of the College of Physicians and Surgeons which 
will be held during the annual meeting of the Alberta 
Medical Association. Many members are carefully 
studying the British Columbia report on health in- 
surance, so that suggestions will be made as to how 
the heavy burden at present on the shoulders of our 
profession may be transferred to the province at large. 


G. E. LEARMONTH 


Manitoba 


Dr. E. 8. Moorhead, Winnipeg, has been appointed 
a member of the Board of Governors of Manitoba 
University in succession to Dr. H. H. Chown, who has 
resigned. 





Dr. Donald Hugh Williams, of Winnipeg, Assistant 
Professor of Bacteriology and Lecturer on Bacteriology 
at Manitoba University, has been awarded a junior Beit 
Memorial Fellowship, (value £400 per annum). His 
proposed research is carbohydrate metabolism (particu- 
larly the storage of liver glycogen in experimental 
animals) and will be undertaken at the department of 
physiology, University College, London. Doctor Williams, 
who is just twenty-four years of age, graduated from 
the Faculty of Medicine, University of Manitoba, in 
1931 with the degrees of M.D. and B.Sc. 





Dr. F. A. Benner, of Winnipeg, has been appointed 
non-resident Medical Superintendent of Grace Hospital, 
relieving Dr. Mary Whitaker who is at present on 
furlough. Dr. Benner has had considerable experience 
in hospital administration. Ross MITCHELL 


New Brunswick 


Dr. F. C. Jennings, of Saint John, was appointed 
Junior Anesthetist of the Saint John General Hospital 
at a meeting of the Commission on July 8th. 

# 





The interne staff of the Saint John General Hospital 

for the year 1932 comprises: Drs. Chipman McKay, A. 

Gordon Corbet, Leslie W. Brownrig and Louis A. 

Shapiro, all of McGill; Iona V. Wellman, A. N. Jackson, 
A. H. Marshall and K. H. McEachern, all of Toronto. 

A. STANLEY KIRKLAND 


Nova Scotia 


The final report of the Massachusetts-Halifax Health 
Commission covering the activities of the ten-year period, 
October, 1919 to October, 1929, has been issued. Mr. G. 
Fred. Pearson in the introduction voiced the gratitude 
of the city of Halifax and the town of Dartmouth to 
Dr. B. Franklin Royer for his labours during his three 
and one-half years’ stay in Halifax, and also pays 
tribute to Dr. T. M. Sieniewicz, who succeeded Dr. Royer, 
for the valuable work he has done. Photographs are 





included of several prominent people who have visited 
the different health centres on various occasions. 





The Honourable J. F. Fraser presented the prizes 
and diplomas to the graduating class of nurses at the 
Nova Scotia Hospital, while Miss Crosby, Superintendent 
of Nurses at the hospital, administered the Florence 
Nightingale pledge. Addresses were also delivered by 
the Honourable G. H. Murphy and Dr. Charles §. 
Morton. Doctor Murphy outlined briefly the govern- 
ment’s public health program and summarized the work 
being done in the province. He also paid tribute to the 
fine work done by Doctor Lawlor, Superintendent of the 
hospital. Doctor Morton gave the address to the 
graduates. He stressed the importance of interest and 
enthusiasm in their work, and of being receptive of new 
tendencies in the treatment of the sick. N. B. DREYER 


Ontario 


The many friends of the late Dr. R. 8S. Conboy 
filled the Westmoreland United Church, Toronto, to 
capacity on Sunday morning, June 5th, when a beautiful 
mural tablet was unveiled to his memory. The tablet 
was on Caen stone, surrounded by verde Italian marble, 
and carried the family crest. 

William J. Stewart, Mayor of Toronto, a close 
family friend, unveiled the memorial and paid a glowing 
tribute to the noble life and splendid contribution to 
the church and neighbourhood of this highly esteemed 
citizen. 

Doctor Conboy was a beloved physician in the 
Dovercourt district. There were many at the service who 
remembered with gratitude his ministry of health, his 
pleasant smile, and his kindly words. To him the 
practice of medicine never became merely a way of 
making a living; although compelled day and night 
because of the urgency of a large practice to witness 
scenes of great distress, he never became hardened or 
indifferent. He always had a word of cheer and 
encouragement for the suffering, and feelings of pro- 
found sympathy for the bereaved and distressed. Little 
children lying on their cots of pain looked forward to 
his coming, old folks felt better because of his friendly 
and kindly call. Doctor Conboy’s noble deeds and 
benefactions went far beyond the practice of medicine. 
He contributed liberally to every worthy cause and gave 
generous support to many in their hour of need. He 
was especially interested in the efforts of the Salvation 
Army, both in Canada and in foreign fields, and gave 
liberally of*his time and money to advance this noble 
work. A memorial tablet on the walls of the Salvation 
Army Training Garrison bears convincing evidence to 
his sympathetic interest and faithful endeavours, as 
well as to the appreciation of his efforts on the part 
of this great Christian organization. 





For attaining the highest achievement in athletics, 
scholarship and college life during his university course, 
Dr. Paul Haugh, of Stratford, has been awarded the 
Ferguson Trophy, donated by the Honourable G. Howard 
Ferguson, Canadian High Commissioner of Great Britain. 
This distinction is open to any student in medicine or 
arts at the University of Western Ontario. 





Dr. Cyril Gray Imrie, a graduate of the University 
of Western Ontario, 1911, has been elected a Fellow of 
the Royal College of Physicians of London. Doctor 
Imrie was gold medallist of the class of 1911. 





Dr. J. J. Slavens, a graduate of the University of 
Toronto (1930), has been awarded a Fellowship in 
pediatrics at the Mayo Foundation, Rochester, Minn. 


J. H. Euuiorr 
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In District No. 1 of the Ontario Medical Association 
in western Ontario a definite effort is being made to 
study the phenomena of malignancy, with the aim that 
the physician become ‘‘cancer conscious’’. This phrase 
is being used as a sort of theme word in all announce- 
ments. 

The plan is, generally, to allot to each Society one 
or more phases of malignancy and at their September 
meeting, have a guest speaker who gives the main 
address. The discussion is to take the form of an 
experience meeting, and the Society members are being 
invited to quote their cases of such cancers as are being 
studied along these lines: (1) The earliest signs from 
a carefully considered history. (2) The clinical picture 
when the patient presented himself. (3) The end results 
of any form of treatment at the end of five years. 

One member will act as reporter for the meeting, 
and will endeavour to consolidate and crystallize the 
sentiment of the meeting with a short paper, which will 
then with others be presented at the District Meeting, 
to be held in Chatham on October 5, 1932. All of these 
will be received from the standpoint of early diagnosis 
and methods in treatment, by guest speakers at the 
District Meeting. 

The Sir James Mackenzie idea of trusting the 
family physician to know more of early manifestations 
of disease than any other medical attendant is the basic 
idea in the arrangement of this series of meetings. 


GEORGE A. RAMSAY 





The Fourth Post-graduate Course 
St. Michael’s Hospital 


Monday, September 12th, 9.00 a.m., Dr. Julian Loudon, 
‘‘Liver and gall bladder diseases.’’ 10.00 a.m., 
Dr. E. H. Broughton, ‘‘Indications for surgical 
treatment of chronic pulmonary disease.’’ 11.00 


a.m., Dr. H. C. Hall, ‘‘ Modern treatment of blood 
diseases. ’’ 


Tuesday, September 13th, 9.00 am., Dr. A. J. Mac- 
Kenzie, ‘‘Gastro-intestinal diseases.’’ 10.00 a.m., 
Dr. W. B. Edmonds, ‘‘Modern conception of 
neurasthenia.’’ Discussion opened by Dr. C. M. 


Crawford. 11.00 a.m., Dr. F. C. Harrison, ‘‘Com- 
mon skin diseases.’’ 
Wednesday, September 14th, 9.00 a.m., Dr. A. R. 


Hagerman, ‘‘ Hypertension.’’ 10.00 a.m., Dr. A. J. 
MacKenzie, ‘‘ Gastro-intestinal diseases.’’ 11.00 a.m., 


Dr. H. McPhedran, ‘‘ Superficial glandular enlarge- 
ment.’’ 


Thursday, September 15th, 9.00 a.m., Dr. H. Hether- 
ington, ‘‘ Abdominal pain.’’ 10.00 a.m., Dr. G. P. 
Jackson, ‘‘The relationship of the general prac- 
titioner and the public health authority.’’ 11.00 


a.m., Dr. D. Prendergast, ‘‘Irregularities of the 
heart.’’ 


Friday, September 16th, 9.00 a.m., Dr. R. T. Smylie, 
‘Traumatic tuberculosis of the chest.’’ 10.00 
a.m., Dr. J. H. Elliott, ‘‘Tuberculosis of the 
chest.’’ 11.00 a.m.—Dr. G. W. Cragg, ‘‘ Modern 
conception of endocrine therapy.’’ 


Saturday, September 17th, 9.00 a.m., Dr. D. Prender- 
gast, ‘‘Thyroid disturbances.’’ 10.00 a.m., Dr. 
E. R. Brooks, ‘‘Common organic nervous dis- 
eases.’’ 11.00 a.m., Dr. A. R. Hagerman, ‘‘De- 
generative myocarditis. ’’ 


Each afternoon clinics will be held in the wards, 
in order to illustrate, as closely as possible, lectures 
which have been given in the morning. The program 
for this will be published each day. There will be no 
charge whatsoever, and those who wish to attend will 
please notify Dr. W. B...Edmonds, at the Medical 
Arts Building, Toronto. 


Quebec 


A new record has been established by the Province 
of Quebec, in that for the first time in the history of 
the Dominion it ,.has the lowest general mortality and 
infantile death rate of the whole country. 

This low record covers the first four months of 1932, 
the showing of the province is credited to the work 
accomplished by the sanitary units. From 15.9, which 
was the general death rate per thousand in 1926, the 
average has dropped to 11.9 for the first third of the 
present year. Rates for intervening years were: 1927, 
14.2; 1928, 13.8; 1929, 15.8; 1930, 14.0, and 1931, 13.1. 

In the infantile mortality column the rate has 
dropped from 138.1, which was the total in 1926, to 94.1 
for the first four months of 1932, the following rates 
being registered for other years, since vital statistics 
were kept by the province: 1927, 130.2; 1928, 122.5; 
1929, 138.3; 1930, 124.9, and 1931, 116.8. These rates 
are computed on each thousand living births. 

Dr. Alphonse Lessard, head of the Provincial Health 
Bureau, points out that, whereas the general mortality 
rate for the province was 11.9 for the first four months 
of this year, it was only 10.6 in the counties where 
sanitary units were operating, and that as regards 
infantile mortality it had dropped to 88.1 in counties in 
which were sanitary units, as compared with 94.1 for 
the whole of the province. 





The appointment by the Provincial Government of 
Dr. J. M. Roussel, former undergraduate of the univer- 
sities of Ottawa and Montreal and graduate of the 
University of Paris in legal medicine and psychiatry, as 
assistant to Dr. Rosario Fontaine, head of the medico- 
legal bureau here, was.announced recently. He has taken 
over his new duties already. 





Saskatchewan 


Sixty-eight municipalities in Saskatchewan have 
taken advantage of the powers conferred upon them 
under the Rural Municipalities Act to appoint municipal 
doctors. The number of municipal doctors has more 
than doubled since 1929. The services rendered by the 
municipal doctors vary in the different localities, with 
a salary range from $700 a year for part-time services 
to the maximum of $5,000 for full time allowed under 
the Act. 

Some of the contracts are as follows. Rural 
Municipality No. 39, salary $5,000, includes everything 
but maternity cases; Rural Municipality No. 103, salary 
$4,500, free medical services for all residents and 
servants, maternity cases free, inoculations, minor opera- 
tions free, major operations at 60 per cent of regular 
charge; patients pay for drugs, no charge for transporta- 
tion. Rural Municipality No. 290, salary $4,500, free 
medical and obstetrical work; a charge of $10 for major 
operations; $5 for minor operations and 25 cents per 
travelled mile. Rural Municipality No. 348, salary 
$3,000 includes all but major operations. Rural Munici- 
pality No. 367, salary $5,000, M.H.O. services for 
resident and non-resident ratepayers; visits to all schools 
once a year. Rural Municipality No. 427, salary $4,000, 
free services to all residents and ratepayers; doctor 
charges for chloroform, medicine and dressings. Rural 
Municipality No. 456, salary $3,600, all medical services 
required within rural municipality or ratepayers, hired 
help and school teachers; also extraction of children’s 
teeth and children’s dentistry, except when operations 
are performed requiring a second doctor. Rural Munici- 
pality No. 246, salary $3,500, maternity cases seven 
dollars; free services to ratepayers. 





During the first six months of its operation 147 
cases passed through the diagnostic cancer clinic at 
One hundred and four of these cases were 


Regina. 
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diagnosed as cancer. 
through the diagnostic cancer clinic, of which 69 have 
been diagnosed as cancer, 17 were not cancer; 4 are 


At Saskatoon, 90 cases have gone 


still under observation. 


United States 


The New York Academy of Medicine.—Tumours, 
benign and malignant, will be the theme of the 1932 
Graduate Fortnight of the New York Academy of 
Medicine. The medical profession is invited to partici- 
pate in the intensive two weeks’ study of this important 
medical and surgical subject. 

The Fortnight will be held from October 17th to 
the 28th, inclusive. 

Concurrent with the Fortnight, and for an added 
week thereafter, there will be housed in the Academy 
building an exhibition of anatomical specimens number- 
ing approximately 3,000 units. A number of the sections 
in the exhibition will be subjected to lecture demonstra- 
tions at regular intervals. Ten evening meetings have 
been arranged during which tumour growths in various 
parts of the human anatomy will be discussed. Among 
the speakers ‘are included Drs. W. Gordon M. Byers, 
Edwin Beer, Charles A. Elsberg, James Ewing, Donald 
C. Balfour, Daniel F. Jones, Dean Lewis and Francis 
Carter Wood, and others. Thirty afternoon clinical 
meetings and demonstrations have been arranged in 
eighteen of New York City’s leading hospitals, including 
Bellevue, Lenox Hill, Presbyterian, St. Luke’s, Fifth 
Avenue, Post-Graduate, Neurological Institute and 
others. 

There is no charge for attendance at any of the 
clinics or meetings, but registration is required for 
participation in the hospital demonstration clinics. <A 
complete program and registration blank for the clinics 
and demonstrations may be secured by addressing The 
New York Academy of Medicine, 2 East 103rd Street, 
New York City. 





The American Board for Ophthalmic Examina- 
tions will hold an examination in Montreal on Monday, 
September 19, 1932, at the time of the meeting of the 
American Medical Association. 

Necessary applications for this examination can 
be procured from the Secretary, Dr. William H. 
Wilder, 122 South Michigan Avenue, Chicago, IIl., and 
should be sent-to him at least sixty days before the 
date of the examination. 





New York Polyclinic Medical School and Hos- 
pital announces that the Hay Fever Clinic has been 
enlarged to meet the increased demand of people sensi- 
tive to hay fever pollens. The hours of attendance 
are from 9.30 to 11 p.m. 





a 
College of Physicians of Philadelphia. — Mr. 
Charles Perry Fisher, who has served for fifty years 
as Librarian of the College of Physicians of Phila- 
delphia, has retired. 





The International Assembly of the Interstate 
Post-graduate Medical Association of North America 
will be held in the Murat Theatre and Shrine Temple, 
Indianapolis, Indiana, October 24th to 28th, 1932. 
Many distinguished teachers and clinicians will appear 
on the program. A major list of the names of the 
contributors to the program, with other information, 
appears herewith. 


Monpbay, OCTOBER 24TH 


8.00 a.m.—Diagnostie Clinies will be given by Drs. 
Edward W. Archibald, Montreal; R. W. Scott, Cleveland ; 
E. Starr Judd, Rochester, Minn.; O. H. Perry Pepper, 
Philadelphia; John M. T. Finney, Baltimore; Donald C. 
Balfour, Rochester, Minn. 
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1.00 p.m.—Diagnostie Clinic (Medical: by Dr. Els- 
worth 8. Smith, St. Louis, Mo., on ‘‘The gall-bladder 
and liver.’’ 

Addresses: ‘‘Surgical lesions of the common and 
hepatic ducts’’, by Dr. Howard M. Clute, Boston, Mass. ; 
‘*Factors affecting the prognosis of diseases of the 
gall-bladder’’, Dr. E. Starr Judd, Rochester, Minn.; 
“*Modern concepts in the management of cardiovascular 
diseases’’, Dr. R. W. Scott, Cleveland; ‘‘The surgical 
treatment of pulmonary tuberculosis’’, Dr. Edward W. 
Archibald, Montreal; ‘‘Comments on the group of 
diseases attributed to filterable viruses’’, Dr. O. H. 
Perry Pepper, Philadelphia; ‘‘ Prognosis and treatment 
of ambulatory cases presenting the anginoid syndrome’’, 
Dr. Elsworth S. Smith, St. Louis, Mo. 

7.00 p.m.— Addresses: ‘‘Surgical treatment of 
uleer’’, Dr. Donald C. Balfour, Rochester, Minn.; 
‘*Diagnosis and surgical treatment of cancer of the 
stomach’’, Dr. John M. T. Finney, Baltimore, Md.; 
‘“Medical treatment of the diseases of the ear, nose and 
throat’’, Dr. Perry G. Goldsmith, Toronto; ‘‘Cancer of 
the larynx’’, Dr. Fielding O. Lewis, Philadelphia, Pa. 


TUESDAY, OCTOBER 25TH 


8.00 a.m.—Diagnostic Clinics: by Drs. G. P. Muller, 
Philadelphia; David P. Barr, St. Louis, Mo.; John R. 
Fraser, Montreal; Frank H. Lahey, Boston, Mass.; 
Lewellys F. Barker, Baltimore, Md.; Eugene H. Pool, 
New York. 

1.00 p.m.—Diagnostie Clinic: Dr. Warfield T. Long- 
cope, Baltimore, Md. 

Addresses: ‘‘The importance of roentgenological 
studies of the right upper abdominal quadrant’’, Dr. 
James M. Martin, Dallas; ‘‘The acute abdomen’’, Dr. 
George P. Muller, Philadelphia; ‘‘Surgery of the 
spleen’’, Dr. Eugene H. Pool, New York; ‘‘ The effects 
of diseases of the thyroid gland on the heart’’, Dr. 
David P. Barr, St. Louis; ‘‘The treatment of hyper- 
thyroidism’’, Dr. Frank H. Lahey, Boston; ‘‘Para- 
thyroidism’’, Dr. Max Ballin, Detroit. 

7.00 p.m.— Addresses: ‘‘Significance of chronic 
pelvic and abdominal pain in women’’, Dr. John R. 
Fraser, Montreal; ‘‘ The senile patient’’, Dr. Lewellys F. 
Barker, Baltimore; ‘‘ Diseases of the skin due to animal 
parasites’’, Dr. Frank C. Knowles, Philadelphia; ‘‘ Dif- 
ferent types of hernia and their treatment’’, Dr. Arthur 
Dean Bevan, Chicago. 

Motion Picture: ‘‘ Cardiac, vasomotor and respiratory 
phenomena, with an analysis of the signs and symptoms 
of experimentally-raised intracranial pressure’’. (A 
talking motion picture prepared by Professor Anton J. 
Carlson and Professor Arno B. Luckhardt, Department 
of Physiology, University of Chicago, under a special 
grant from Petrolagar Laboratories). 


WEDNESDAY, OCTOBER 26TH 


8.00 a.m.—Diagnostic Clinics: by Drs. Cyrus C. 
Sturgis, Ann Arbor; Irvin Abell, Louisville; Alan G. 
Brown, Toronto; Arthur Dean Bevan, Chicago; William 
McKim Marriott, St. Louis, Mo.; John F. Erdmann, 
New York. 

1.00 p.m.—Diagnostie Clinics: by Drs. Harold B. 
Cushing, Montreal; Dean D. Lewis, Baltimore, Md. 

Moving picture demonstration: ‘‘ Ureterosigmoidal 
transplantation’’, and presentation of cases by lantern 
slides, Dr. Waltman Walters, Rochester, Minn. 

Addresses: ‘‘Pernicious anemia’’, Dr. Cyrus C. 
Sturgis, Ann Arbor; ‘‘Non-specific granuloma of the 
gastro-intestinal tract’’, Dr. John F. Erdmann, New 
York; ‘‘The diagnosis and treatment of diverticulitis 
and diverticulosis of the colon’’, Dr. Irvin Abell, 
Louisville, Ky.; ‘‘Constipation’’, Dr. Warfield T. Long- 
cope, Baltimore, Md. 

7.00 p.m.— Addresses: ‘‘The present status of 
surgery of the vascular system’’, Dr. Dean D. Lewis, 
Baltimore, Md.; ‘‘Poliomyelitis’’, Dr. William McKim 
Marriott, St. Louis, Md.; ‘‘Common errors in the 
diagnosis and treatment of children’s diseases’’, Dr. 








Alan G. Brown, Toronto; ‘‘The diagnosis of some of the 
contagious diseases in children’’, Dr. Harold B. Cushing, 
Montreal. 


THURSDAY, OCTOBER 27TH 


8.00 a.m.—Diagnostic Clinics: by Drs. John J. 
Moorhead, New York; William E. Lower, Cleveland; 
Charles A. Elliott, Chicago; Hugh H. Young, Baltimore; 
William Darrach, New York; Campbell P. Howard, 
Montreal. 

1.00 p.m.—Diagnostic Clinic: by Dr. Hugh Cabot, 
Rochester, Minn. 

Addresses: ‘‘The leukemias—their significance and 
their treatment’’, Dr. Charles A. Elliott, Chicago, IIL; 
‘*The teaching of ophthalmology in this country’’. Dr. 
Walter R. Parker, Ann Arbor; ‘‘A more hopeful out- 
look for the -prostatic’’, Dr. William E. Lower, Cleve- 
land; ‘‘The management of the senile prostate’’, Dr. 
Joseph F. McCarthy, New York; ‘‘Recent progress in 
renal surgery’’, Dr. Hugh H. Young, Baltimore; ‘‘The 
problem of drainage in preparation for operations for 
prostatic obstruction’’, Dr. Hugh Cabot, Rochester. 

7.00 p.m.—Addresses: ‘‘Critical review of the 
treatment of fractures’’, Dr. William Darrach, New 
York; ‘‘Chronice arthritis’’, Dr. Edwin W. Ryerson, 
Chicago; ‘‘The treatment of automobile injuries’’, Dr. 
John J. Moorhead, New York; ‘‘ The etiology and treat- 
ment of nephritis’’, Dr. Campbell P. Howard, Montreal. 


FRIDAY, OCTOBER 28TH 


8.00 a.m.—Diagnostic Clinics: by Drs. Emanuel 
Libman, New York; George W. Crile, Cleveland; Henry 
A. Christian, Boston; Elliott P. Joslin, Boston; Charles 
H. Frazier, Philadelphia; Harlow Brooks, New York. 

1.00 p.m.—Diagnostic Clinic: by Dr. William D. 
Haggard, Nashville, Tenn. 

Introduction of Dr. William J. Mayo, President- 
Elect, by Dr. Arthur Dean Bevan, President of the 
Association. 

Addresses: ‘‘The differential diagnosis of brain 
tumour’’, Dr. Charles H. Frazier, Philadelphia; ‘‘The 
present status of the diabetic child’’, Dr. Elliott P. 
Joslin, Boston; ‘‘Operations on the adrenal glands’’; 
Case Reports, Dr. George W. Crile, Cleveland; ‘‘Es- 
sential hypertension—its implications and treatment’’, 
Dr. Harlow’ Brooks, New York; ‘‘Immediate and 
ultimate prognosis in cardiac disease’’, Dr. Emanuel 
Libman, New York; ‘‘Pharmacological action of digi- 
talis’’, Dr. Henry A. Christian, Boston. 


BANQUET 


Friday Evening, October 28th, Claypool Hotel. 
Addresses by Distinguished Citizens of the World. 





General 


The Pasteur Institute, Paris—The various ser- 
vices connected with the subject of tuberculosis have 
grown to such an extent as to demand increased accom- 
modation. Accordingly, a handsome new building has 
been erected to meet this end. The building is rectangu- 
lar in shape, and comprises three stories on the side 
facing the rue Folguiére and five on the side overlooking 
the Institute gardens. The first story is devoted entirely 
to the preparation and maintenance of the BCG vaccine; 
the second consists of laboratories for research work; 
and the third contains laboratories for the investigation 
of chemical problems related to tuberculosis. The build- 
ing cost ten million francs. In order to eliminate any 
possibility of the BCG becoming contaminated from 
extraneous sources this section is completely separate 
from the other departments as regards personnel and 
experimental animals. 





La Société Francaise de Phoniatrie——This society 
was founded last May for the purpose of the scientific 
and practical investigation of matters pertaining to 
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the physiology and pathology of the voice and speech. 
Professor Moure is President, and Dr. Hautant and 


Piotessor Lemaitre are Vice-présidents. Information 
regarding this new society may be obtained from Dr. 
Garneau, the General-Secretary, 27 Avenue de la 
Grande Armée, Paris 16e, France. 





The Second International Congress for Oto-rhino- 
laryngology will be held at Madrid under the patron- 
age of the President of the Spanish Republic and the 
presidency of Professor Tapia from September 27th 
to the 30th, when the following subjects will be 
discussed: scleroma, introduced by Professor Belinoff 
of Sophia; ozena, introduced by Professor Costiniu 
of Bucarest; otosclerosis, introduced by Dr. Duel of 
New York; bronchoscopy and csophagoscopy, intro- 
duced by Dr. Chevalier Jackson of Philadelphia and 
Professor von Eicken of Berlin; and the treatment of 
malignant cases, introduced by Drs. Hautant and 
Lemaitre of Paris, and Drs. Medoux and Sluys from 
Belgium. Further information can be obtained from 
the general secretary, Dr. A. Fumagallo, Argensola 
16-18, Madrid. 





Dr. Gaston Léon Ramon, director of the Pasteur 
Institute Farm, Garches, France, has been awarded the 
Charles Mickle Fellowship for 1932 by the Council 
of the Faculty of Medicine of the University of 
Toronto. The basis of the award is Dr. Ramon’s work 
on diphtheria toxin. The fellowship was bequeathed 
by the late Dr. W. J. Mickle, and is the annual 
income from $25,000. It is awarded for the most 
practical advancement of the knowledge of medicine 
over a ten-year period. 





International Medical Post-graduate Courses in 
Berlin are arranged with the help of the medical 
faculty of the university by the Lecturers’ Association 
for medical continuation courses and the Kaiserin 
Friedrich-Haus. 


CouRSES: AUTUMN 1932 


1. International Course for Specialists in Internal 
Medicine with particular regard to Clinical Treatment 
(17th to 29th October): Fee RM 75. 

2. Practical Course in Tuberculosis (10th to 15th 
October): Fee RM 50. 

3. Post-Graduate Course for General Practitioners 
(Progress in various fields of Medicine) to be held at the 
Rud. Virchow-Hospital of the City of Berlin, (10th to 
15th October): Fee RM 40. 

4. Special Course in Urology (26th September to 
1st October): Fee RM 100. 

5. Medical Psychology and Psychotherapy (17th to 
22nd October): Fee RM 50. 

6. Surgery of Intrathoracic Diseases, with special 
regard to Pulmonary Tuberculosis (17th to 21st 
October): RM 80. 

_ 7. Course in the technique of administration of 
medium-sized clinics. 

8. Single courses on all special fields of medical 
science, including practical work are monthly. 

CouRSES: SPRING 1933 

Course im Internal Medicine held by the Clinic 
von Bergmann. 

Course in Ophthalmology. Course in Surgery. X-ray 
Course. Course in Skin and Venereal Diseases. Pedi- 
atrics. 

Practical and theoretical post-graduate work in 
English all the year round. 

The information bureau of the Kaiserin Friedrich- 
Haus, Berlin NW 7, Robert Koch-Platz 2-4 gives in- 
formation on all questions relating to the above. 





Socialization of the Medical Profession. — The 
Health Ministry of the new Socialist.junta of Chile is 
said to be studying a plan for general supervision over 
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the health of Chileans to include the socialization of 
the medical profession. Under the plan of organization 
all persons would be given medical treatment of any 
kind by paying an-annual fee in proportion to the size 
of their income-tax. 


Book Reviews 


Manual of Clinical Laboratory Methods. Clyde Lot- 
tridge Cummer, Ph.B., M.D., F.A.C.P., Formerly 
Associate Professor of Clinical Pathology, School 
of Medicine,. Western Reserve University, etc. 
Third edition. 585 pages, illustrated. Price $6.75. 
Lea & Febiger, Philadelphia, 1931. 


Few students of medicine who carefully follow the- 


teachings of this volume need have any worry as to 
whether they have the last word on these very important 
methods of examining the patient. The author has not 
spared himself in the effort to expound the subject 
matter exhaustively. Every group of investigation is 
clearly and simply studied. Careful reference is given 
to the work of other investigators and due stress is laid 
on all practically applied sources of information. The 
book makes interesting reading and is more than an 
account of methods of laboratory investigation. It is 
well written and concise. The information is authori- 
tatively stated, and controversial points are omitted. 
Where possible, careful reference is made as to the 
application of the information to diagnosis, treatment 
and prognosis. 

This simple elucidation of several problems from the 
iaboratory standpoint should appeal to every class of 
medically interested observer, student, practitioner or 
laboratory worker. Each chapter is well subdivided, 
treated in an orderly manner, and every subject is 
handled in a masterly and authoritative manner reflect- 
ing on the thoroughness, practicability, and applicability 
ef the author’s ideas. 

The avoidance of duplication in methods of tech- 
nique is commendable, as it lends itself to brevity, while 
at the same time, in view of the careful selection of 
methods, adds to the practical value of this manual. 
The new and accepted methods and tests, those that have 
considerable practical backing, have been carefully in- 
cluded in the volume and are of great value. The newer 
blood tests, serological examinations, gastro-intestinal 
investigations and staining methods are all included, and 
one feels gratified indeed by the presence of this volume 
on the shelf of active usefulness. The illustrations and 
engravings are beautiful, the bibliography is ample, 
thorough and exhaustive, while the carefully compiled 
index makes the search for information easy. We recom- 
mend this volume and feel quite satisfied that it will 
well fill the object for which it is written. ‘he author 
has every reason to be gratified with his product. 


Biochemistry in Internal Medicine. Max Trumper, 
Ph.D., Clinical Chemist and Toxicologist, and 
Abraham Cantarow, M.D., Instructor in Medicine, 
Jefferson Medical College. 454 pages, illustrated. 
Price $6.50. W. B. Saunders, London and Phila- 
delphia; McAinsh & Co., Toronto, 1932. 


The clinician uses the laboratory more and more 
every day. Information derived from special tests, 
which necessarily must be carried out by experts, helps 
to place the diagnosis of disease on an almost mathemati- 
eal basis in many instances. This is particularly true 
with the metabolic group of disturbances. In fact, one 
cannot direct the course of treatment or indicate with 


any degree of certitude the end-result not only in this. 


group of diseases but in nearly every illness unless 
the laboratory is called in to help. The insistance in 
this volume of the necessity of accuracy in work and 
clinical application cannot be too strongly supported. 
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Because of their experience as teachers the authors 
fully realize the necessity of separating the. scientific 
theoretical observations from the practically':applied 
information, and to properly correlate the information 
available. .In short, they stress quite correctly the value 
of the results of the laboratory findings as an important 
factor in a general clinical picture. The subject matter 
of the book is very exhaustively treated, with an eye to 
the practical and scientific values, and above all shows 
excellent and systematic distribution of the various 
components of each metabolic group of disturbances 
which makes the information pleasantly readable. 

Whereas there are several controversial points in 
which a final position cannot be definitely taken and a 
review of this volume may appear too critical, it must 
at all times be remembered that the book deals essentially 
with practical problems, and that different laboratories 
do not all employ the same technique, hence a varia- 
bility in interpretation of findings. The authors are 
particularly careful in indicating the technique employed 
and the reasons for their deductions. és. 

The impressions left on the mind of the reader by 
this exceedingly thorough and scientifically applied 
volume are very favourable and strongly support the 
idea of the joining of forces of several authorities in 
the adoption of. technical methods, standardization of 
the end results as well as agreeing on the conclusions to 
be derived and the applied value in relation to the 
patient. It is a book well worth careful study by all 
students of scientific medicine. 


Filterable Virus Diseases in Man. Joseph Fine, M.D., 

B.Se., D.P.H., D.T.M., Assistant to the Professor 

of Public Health, Edinburgh University. 144 

pages. Price $1.75. E. & S. Livingstone, Edin- 

burgh; Macmillan Co. of Canada, Toronto, 1932. 

The literature on this field is enormous, but as 
Rivers recently declared, ‘‘data concerning the nature 
of viruses are sufficiently adequate in quantity but dis- 
tinctly lacking in quality’’. Nevertheless, the researches 
of the past year or two have shed light on several of 
the fundamental problems involved, such as the ultimate 
nature of the virus particle and its relation to inclusion 
bodies. In his preface the author admits drawing 
largely on the System of Bacteriology published in 1930. 
Much of the work done in the important years since that 
time has been ignored, rendering this volume of less 
value to the researcher than it might otherwise have 
been. Several footnotes on papers published not very 
recently (as time is measured in this rapidly developing 
subject) suggest the lapse of some little time between 
the writing and publication of the book. The effect is 
a trifle confusing, as the footnotes often disagree with 
statements in the text. This would have been avoided 
if certain portions had been written in the light of this 
more recent knowledge. 

As against this, the author has put together in a 
clear, concise and very readable manner, a large amount 
of information, omitting much of the uncoordinated 
material found in larger text-books, and whose signifi- 
cance is not yet wholly understood. He has, however, 
a certain tendency to dogmatize on controversial matters, 
as, for example, the mode of transmission of poliomye- 
litis, the identity of the viruses of herpes zoster and 
varicella, and the infectivity of zoster tissue. 


The Chemistry of Tuberculosis. H. Gideon Wells, 
M.D., Ph.D., Director of Otho S. A. Sprague 
Memorial Institute, and Esmond B. Long, M.D., 
Ph.D., Director of the Laboratory of the Henry 
Phipps Institute for Study, Treatment and Pre- 
vention of Tuberculosis. Second edition, 481 
pages. Price $7.00. Williams & Wilkins, Balti- 
more, 1932. 


This book is divided into three large sections, deal- 
ing. respectively with the chemistry of the tubercle 
bacillus and its. products, the chemical changes and 
processes in the host, and the chemotherapy of tuber- 
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culosis. The first edition was written in association with 
the late Dr. Lydia M. DeWitt in 1922. In the preface 
to this new edition the authors write, ‘‘It has been 
pleasing to find that in the past decade so much has 
been added to our sum of knowledge concerning the 
chemistry of tuberculosis that few paragraphs in the 
entire book have failed to require more or less revision.’’ 

Stress is laid upon the marked advances achieved in 
investigations of the growth and metabolism of 
Myobacteriuwm tuberculosis, although it is pointed out 
that such investigations are limited to the characteristic 
bacillary form of laboratory culture, and that the 
organism subject to analysis in the laboratory may be 
only partially representative of the conditions obtaining 
in nature. Attention is drawn to the recent fractiona- 
tion of the tubercle lipide into three parts by Anderson 
and his colleagues, and the demonstration that these, 
including the waxy fraction, are all phosphatide in 
nature, while at least two of them contain poly- 
saccharide radicals and therefore belong to a distinct 
and new class of lipides. The duplex nature of the 
constituents of the culture filtrate, one responsible for 
the skin test and the other for serological reactions, and 


the complexity arising therefrom in the problem of the 


standardization of tuberculin are dwelt upon, while our 
present knowledge of the nature of these compounds is 
adequately dealt with. 

It still appears necessary to admit that there is as 
yet no specific chemotherapeutic agent for tuberculosis; 
no chemical yet used has cured the disease in experi- 
mental animals, although certain encouraging results 
have been obtained. 

The book is an authoritative critical review by 
masters of the subject, and a necessary addition to the 
libraries of all specialists in tuberculosis, all biochemists 
in contact with clinical studies, and all bacteriologists 
interested in the chemical actions of bacteria. 


Refiex Activity of the Spinal Cord. R. 8. Creed, D. 

Denny-Brown, J. C. Eccles, E. G. T. Liddell and 

C. 8 Sherrington. 183 pages, illustrated. Price 

$3.00.°'Oxford University Press, London; McAinsh 
 &'Co., Toronto, 1932. 


This small book states in simple language our 
present knowledge of the reflex activity of the spinal 
cord. Its object,.as stated in the preface, is a concise 
account of the: elementary features of reflex mechanism, 
as illustrated particularly by the mammalian spinal cord, 
with an, .attempt to trace general principles of co- 
ordination... Without doubt this purpose is achieved. 
The classification of refiexes that results may be de- 
seribed as morphological rather than physiological. The 
beok treats of the physiological production and execution 
of, certain reflexes, not of their biological significance. 


The first chapter describes briefly the several parts 
of the reflex are and the possible nature and known 
characteristics of the nerve impulse. This is followed 
by a chapter on the grey matter of the spinal cord. 
Then follow chapters describing from the experimental 
standpoint reflexes involving skeletal muscles. Those 
treated are the flexor reflex, the stretch reflex, the crossed 
extension reflex and the residual ipselateral extension 
reflex. The mechanism of production and the char- 
acteristics of each of these are described in detail. The 
effect upon them of various procedures, such as 
deafferentation and stimulation of ipselateral and contra- 
lateral nerves is recorded and the significance of these 
results is discussed. The next chapter is_ entitled 
‘¢Central Inhibition’’ and the final chapter ‘‘ Lower 
Reflex Coordination’’. These two chapters will probably 
prove the most valuable of the book to the average 
reader. The production of inhibition, its characteristics 
and importance are clearly stated. The question of 
eoordination—of how a suitable rate, extent, force and 
duration of contraction is secured among the fibres of a 
single muscle, among the muscles of a group, or among 
several groups—is one of absorbing interest. 
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admitted that we do not know the answer. Many ques- 
tions concerning the nervous system cannot yet be 
answered. For example, we do not know why stimula- 
tion of a particular nerve causes excitation or inhibition 
in the nerve cells. What is known is what happens 
under particular conditions and anyone who reads this 
book thoughtfully must feel that a great deal has been 
accomplished toward complete understanding. 

There are some unnecessary repetitions which are 
probably due to the fact that different chapters were 
written by different authors, These could easily be 
eliminated in a subsequent edition. The reviewer must 
also confess a slight feeling of annoyance at what seems 
to him an over-use of Latin phrases. Without question 
Latin is excellent and its judicious use desirable, but 
even ‘‘ceteris paribus’’ becomes a bit trying ceteris 
paribus. This, however, is a purely personal feeling, 
and it is to be hoped that every one interested in the 
subject of reflex action will read this book. 


Individuality of the Blood in Biology and in Clinical 
and Forensic Medicine. Leone Lattes, Director of 
Institute of Forensic Medicine in University of 
Modena. Translated by L. W. H. Bertie, M.A., 
B.M., B.Ch., from the French edition of 1929. 
413 pages, illustrated. Price $9.00. Oxford Uni- 
versity Press, London; McAinsh & Co., Toronto, 
1932. 

This volume is from the pen of Professor Lattes, 
director of the Institute of Forensic Medicine in the 
University of Modena. The French edition of 1929 has 
been thoroughly revised and brought up to date. The 
first chapter is by way of introduction. In subsequent 
chapters the author deals with the individual reactions 
of normal blood; the hereditability of the individuality of 
the blood; and the individuality as an ethno-anthropho- 
logical fact. ° 

What might be called the second part of the book, 
although it is not so divided, deals with the clinical 
applications of the subject. Here the reader will be 
much more at home than in the highly technical and 
more or less involved theoretical ground which of 
necessity must be covered in such a comprehensive review 
of the subject. In this part, the subjects of transfusion 
and blood grouping rightly takes the first place. They 
are followed by a chapter dealing with the individuality 
of the blood in relation to forensic medicine. The 
problems of the individual diagnosis of blood stains and 
the question of affiliation are particularly well handled. 
Finally the author devotes a chapter to the technique of 
the individuality reactions. The volume is a tribute to 
the thoroughness of Professor Lattes and to his untiring 
devotion to a most difficult and involved subject. The 
book should be in every medical library. 


Manual of Pharmacology. Torald Sollmann, M.D., 
Professor of Pharmacology and Materia Medica, 
School of Medicine of Western Reserve University, 
Cleveland. Fourth edition, revised. 1,237 pages. 
Price $8.50. W. B. Saunders, Philadelphia and 
London; McAinsh & Co., Toronto, 1932. 


Text-books of pharmacology are quite numerous, but 
none in the English language reach the high standard 
of Professor Sollmann’s book, now in the fourth edition. 
The book is packed with useful information, and through- 
out the author is careful not to be influenced by any 
particular set of views, but furnishes results from 
different sources to illustrate the actions of drugs, even 
where these are at times conflicting. The author makes 
a strong plea for the adoption of the metric system. 
The example quoted on page forty-seven of converting 
forty grams into apothecaries’ weight should go far to 
convince the ‘‘die-hards’’ of the advantages of the 
metric system. 

A short section is devoted to toxicology, methods of 
detecting poisons, symptomatic classification of poisons, 
and treatment of cases of poisoning. Another useful 
feature deals with the methods of administration of 
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drugs, and their absorption from the different sites of 
application. Vitamins are properly included as drugs. 
The internal secretions are adequately dealt with, but 
warning is given against the indiscriminate use of 
gland-therapy. The term ‘‘clinical insulin’’ units is 
superfluous and further does not agree with that given 
in New and Non-official Remedies (1932). [The insulin 
unit is equivalent to one-eighth of a milligram of the 
international standard powder of dry insulin hydro- 
chloride prepared by the Medical Research Council of 
Great Britain. ] 

This book should appeal to all medical practitioners, 
for views on the usefulness or uselessness of drugs based 
on experimental and clinical evidence are carefully put. 

An extensive bibliography and an index are included. 


Fraud in Medico-Legal Practice. Sir John Collie, 
C.M.G., M.D., J.P., Lt.-Col. R.A.M.C., Consulting 
Medical Officer to Ministry of Pensions, ete. 
276 pages, illustrated. Price 10/6 net. Edward 
Arnold & Co., London, 1932. 


This volume is a revised and abridged edition of the 
author’s former book, ‘‘Malingering’’. From a wide 
experience the author deals ‘‘with a dark side of human 


nature’’, unjust claims which must be repressed if 


deserving cases are to receive proper consideration: Fol- 
lowing a general discussion of fraud, the problems which 
commonly arise from injury to particular regions or 
organs are discussed in some detail. The author presents 
the various methods and tests which he has found useful 
in detecting fraud. It is admitted that the cases quoted 
are his successful cases. 

This book is recommended to practitioners who are 


called upon to pass an opinion on sick or injured work- 
men. 


Human Sterilization. J. H. Landman, Ph.D., J.D., 
J.8.D., College of City of New York. 341 pages. 


Price $4.75. Macmillan Co., New York and 
Toronto, 1932. 


This book deals with human sterilization as a 
means to restrict the socially inadequate. Eugenics 
is defined as the science of human betterment, its 
purpose being to discover how to breed better human 
beings. The statistics for the mentally incompetent 
presented show an increasing ratio to the general 
population of patients with mental disease in State 
institutions. In the United States the ratio reached 
225.9 in 1929, which represented 272,527 persons in 
institutions. The first eugenic sterilization bill in the 
United States was introduced in 1897, but was not 
passed. The author traces the legislative history in 
the different states, of which 27 may now legally 
practise human sterilization. About twelve thousand 
persons have been sterilized under these laws. Ac- 
cording to the author ‘‘The more conservative eugenicist 
advocates a scheme of race betterment by eradicating 
those individuals who have inherited their insuffi- 
ciences and will transmit them to their progeny.’’ 
This statement leads to a presentation of the subject 
of inheritance, methods and effects of sterilization, 
whom we shall sterilize, and problems of administra- 
tion. 

This volume is recommended to those who desire 
to know the views of eugenicists and what is being 
done in the way of human sterilization. A full biblio- 
graphy is included. 


Behaviour Aspects of Child Conduct. Esther Loring 
Richards, B.A., M.D., D.Sc., Associate Professor 
of Psychiatry, Johns Hopkins School of Medicine. 
299 pages. Price $3.00. Macmillan Co., New York 
and Toronto, 1932. 

This book is based on a series of lectures given by 
Doctor Richards on the management and treatment of 
behaviour problems of childhood. The author speaks 
with authority based upon a wide experience. At times 
her attitude becomes a little dictatorial, as when she 


states: ‘‘a child health situation must be consigned to 
hopelessness’’. The ‘‘must’’ is hardly the attitude to 
be expected. The book will be helpful to parents, 


‘physicians or others who are responsible for children. 


Excellent as the book is, there are opinions expressed, 
as, for example, in regard to eneuresis, that will be 


- questioned. The results obtained from intelligence tests 


quoted in one case are contradictory to general ex- 
perience. 


Accidents, Neuroses and Compensation. James H. 
Huddleson, M.D., Associate in Neurology, Colum- 
bia. University. 256 pages. Price $4.00. Williams 
&; Wilkins, Baltimore, 1932. 


In the foreword and preface the growing importance 
of the se-caHed traumatic neuroses is emphasized, since 
industrfal health msurance and compensation for injury 
is being more widely applied. Rational medical con- 
sideration and treatment of these cases is too often 
blocked by the overshadowing influence of compensation, 
and many will agree with one of the author’s references: 
‘¢The only correct, efficient therapeutic settlement is a 
single cash payment’’. This would indicate that medi- 
cine is bankrupt in this field, which seems verified by 
the fact that medical opinions in such cases”are so fre- 
quently biased by preconceived opinions and personal 
prejudice. It is time, therefore, that. medicine took stock 
of the situation and this book, which is a review of the 
field, is timely in appearance and should be helpful. 

The author has been at great pains to include all 
viewpoints, from those of structural pathology to psycho- 
analysis, and the completeness of the review may be 
measured by the bibliography which covers 18 pages. 
In addition to the more strictly medical aspects, the 
author has given consideration to the legal and industrial 
aspects and devotes a chapter to the question of com- 
pensation, giving a review of the principles adopted in 
various countries. One feature that will be appreciated 
is the concise summary at the end of each chapter. 

The book should be well received by neurologist and 
psychiatrist and will prove of great value to the in- 
dustrial physician. A word should be said as to the 
excellent make-up of the book which conforms to the 
high standard set by the Waverly Press. 


Mental Healers. Stefan Zweig. Translated by Eden 
and Cedar Paul. 363 pages. Price $4.00. The 


Viking Press, Inc.. New York; The Macmillan 
Co., Toronto, 1932. 


‘*Mental Healers’’ is a timely contribution to 
literature, coming as it does at a time when the 
physician is becoming acutely aware of his patients 
as whole, reacting individuals, at a time when he is 
actuated by a desire to know the personality as well 
as the physical constitution of the patient whom he 
is treating. The author discusses in a very interesting, 
readable fashion, the contributions to mental healing 
of three individuals, names with which most of us 
are familiar, two scientists, Anton Mesmer and 
Sigmund Freud, and between the two he sandwiches 
the modern representative of the earlier blind super- 
stitions, Mary Baker Eddy. His picture of the life 
and work of this poorly balanced, psychopathic woman 
who, in spite of her unreasoned and illogical approach, 
has commanded and continues to command, in the cult 
which she originated, a very large following, is con- 
vineing evidence, if such is needed, of the emotional 
immaturity of so many of our contemporaries. 

The analysis of the personalities and accomplish- 
ments of the three personalities included in this book, 
is keen and appeals to the reader as being distinctly 
unprejudiced. Each section of the book carries for 
the physician certain interest and pleasure. To the 


discoverer of the value of suggestion in treatment, 
Anton Mesmer, he gives the credit for a scientific 
attitude and sincerity and a distinct and important 
contribution to our present practice of mental medi- 
cine, a credit which was withheld by the scientific 
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world diring Mesmer’s life time. The pages devoted 
to Mary Baker Eddy present an amazingly entertain- 
ing and instructive case history. Every physician 
should read Zweig’s chapters on Sigmund Freud, if 
he would discard his prejudices and realize something 
of the contribution Freud has made to medicine and 
to the basic problems of society. 


Principles and Practice of Surgical Nursing. Charles 
D. Lockwood, A.B, M.D. F.A.C.S., Attefiding 
Surgeon and Mildred E. Newton, B.S., R.N., In- 
structor in Theory of Nursing, Pasadena Hospital. 
344 pages, illustrated. Price $3.30. Macmillan 
Co., New York and Toronto, 1932. 


This very excellent work is more than a review of 
the technical aspects of surgical nursing. It is really a 
text-book for nurses on surgery, and as such it covers a 
wide range of surgical diseases and the modern pro- 
cedures for their correction. The book is profusely 
illustrated with excellent halftones and line drawings, 
illustrating various surgical conditions and operative 
procedures. This book would make a valuable addition 
to the library of a training school or a surgical nurse. 


Fundamentals in Massage for Students of Nursing. 
Kathryn L. Jensen, R.N., General Director of 
Physical Therapy Instruction to Students in 
Washington Sanitarium and Hospital School of 
Nursing, Takoma Park, Md. 168 pages. Price 
$2.40. Macmillan Co., New York and Toronto, 
1932. 


As stated in the preface, ‘‘This book represents the 
essential facts in the science and art of massage which 
the author believes are fundamental in the education of 
any nurse’’. The volume is essentially a practical one, 
dwelling more upon the actual technique of massage than 
upon any theoretical dissertation of its value. The book 
is so prepared that it can be used quite readily as a 
text-book by the instructor, and each chapter is followed 
by exercises and suggested demonstrations. Massage 
procedures, including petrissage, tapotment, effleurage, 
and active and passive movements are carefully con- 
sidered and the text is simplified by numerous line 
illustrations. This book is a concise guide to anyone 
interested in obtaining a good working knowledge of 
this subject. 

{ 


BOOKS RECEIVED 


William Stewart Halsted, Surgeon. W. G. MacCallum. 
Introduction by Dr. W. H. Welch. 240 pages, 
illustrated. Price $2.75. The Johns Hopkins 
Press, Baltimore, Md., 1930. 


Man and Microbes. Stanhope Bayne-Jones, M.D., Pro- 
fessor of Bacteriology, School of Medicine and 
Dentistry, University of Rochester. 128 pages, 
price $1.00. Williams & Wilkins, Baltimore, 1932. 


Birth Control and Public Health. A Report on Ten 
Years’ Work of the Society for the Provision of 
Birth Control Clinics. 35 pages, price 1s. Society 
for the Provision of Birth Control Clinics, London, 
1932. 


Medical Clinics of North America. Vol. 15, No. 5. 
Issued serially, every other month. 300 pages, 
illustrated. Price $18.00 (6 numbers). W. B. 
Saunders, London and Phila.; McAinsh & Co., 
Toronto, March, 1932. 


Surgical Clinics of North America. Vol. 12, No. 2. 
Issued serially every other month. 300 pages, 
illustrated. Price $18.00 (6 numbers). W. B. 
Saunders, London and Phila.; McAinsh & Co., 
Toronto, April, 1932. 


Sanitary Law in Question and Answer. Charles Porter, 
M.D., B.Se., M.R.C.P. (Ed.), of the Middle Temple, 
Barrister-at-Law, and James Fenton, M.D., D.P.H., 


Medical Officer of Health, Royal Borough of 
Kensington. Third edition, 220 pages, price 7/6 
net. H. K. Lewis, London, 1932. 


Reconstruction of the Biliary Tract. Edmund Horgan, 
M.D., M.S., (in Surg.), F.A.C.S., Washington, D.C. 
201 pages, illustrated, price $4.50. Macmillan Co., 
coe York; Macmillan Co. of Canada, Toronto, 
1932. 


Modern General Anesthesia. James G. Poe, M.D., 


Lecturer on General Anesthesia in Medical and 
Dental Departments of Baylor University. Second 
edition, 231 pages, illustrated. Price $2.50. F. A. 
Davis, Philadelphia, 1932. 


Pathology for Nurses. Eugene C. Piette, M.D., Patho- 
gist and Director of Clinical Laboratories of West 
Surbaban Hospital, Oak Park, Ill. 251 pages, 
illustrated. Price $1.75. F. A. Davis Co., Phila 
delphia, 1932. 


International Clinics. Vol. 2, forty-second series. By 
various authors. 307 pages, illustrated. Price 


13.00. J. B. Lippincott, Philadelphia, London and 
Montreal, 1932. 


Choosing a Wife and Other Essays. E. G. Drury, 
M.D., B.S., D.P.H., Lecturer on Physiology and 
Hygiene at Rhodes University College, Grahams- 
town, South Africa. 276 pages. Price 8/6 net. 
H. K. Lewis, London, 1932. 


The Cardiac Cycle. Harrington Sainsbury, O.B.E., 
M.D., F.R.C.P., Consulting Physician to the Royal 
Free Hospital, etc. 79 pages. Price $1.50. John 
Wright & Sons, Bristol; Macmillan Co. of Canada, 
Toronto, 1931. 


Clinical Electrocardiography. Sir Thomas Lewis, M.D., 
F.R.S., D.Se., LL.D., F.R.C.P., C.B.E., Physician 
to the Staff of Medical Research Council, ete. 
Fifth edition. 128 pages, illustrated. Price 8/6 
net. Shaw & Sons, Ltd.,, London, 1931. 


Headache. William H. Robey, M.D., Clinical Pro- 

fessor of Medicine, Harvard Medical School, ete. 

- 234 pages. Price $5.00. J. B. Lippincott, Phila- 
delphia, London and Montreal, 1931. 


Use of Lipiodol in Diagnosis and Treatment. J. A. 
Sicard, late Professor in Faculty of Medicine, 
Paris, and J. Forestier, Aix-les-Bains. 231 pages, 
illustrated. Price $5.00. Oxford University Press, 
London; McAinsh & Co., Toronto, 1932. ; 


Lectures on Endocrinology. Walter Timme, M.D., 
Senior Attending Neurologist, Neurological Insti- 
tute, New York. Second edition, 192 pages, 
illustrations. Price $2.50. Paul B. Hoeber, Inc., 
New York, 1932. 


The Francis Treatment of Asthma. Alexander Francis, 
M.B., B.Ch., B.A., M.R.C.S. 160 pages. Price 7/6 
net. William Heinemann, London, 1932. 


Neurobiologie de 1’Hallucination. Raoul Mourgue, 
Lauréat de 1’Institut de France, Médecin des 
Asiles. 416 pages. Price 91 francs. Maurice 
Lamertin, Bruxelles, 58 rue Coudenberg, 1932. 


Some Factors in the localisation of Disease in the 
Body. Harold Burrows, C.B.E., F.R.C.S., <As- 
sistant at Research Institute of Cancer Hospital 
(free) ete. 299 pages. Price $4.50. Bailliére, 
Tindall & Cox, London; Macmillan Co. of Canada, 
Toronto, 1932. 
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Principles of Preoperative and Postoperative Treat- 


ment. Reginald Alex Cutting, M.D., C.M., M.A., 
Ph.D., Assistant Professor of Surgery, Louisiana 
State University Medical Centre. Foreword by 
Rudolph Matas, New Orleans. 812 pages, illustrated. 
Price $10.00. Paul B. Hoeber, Inc., New York, 
1932. 


Allergy. G. H. Oriel, M.A., M.D., Anderson Demon- 
strator of Clinical Chemistry, Guy’s Hospital. 78 
pages. Price $0.90. John Bale, Sons & Danielsson, 
Ltd., London; Macmillan Co. of Canada, Toronto, 
1932. 


Acute Abdomen. C. H. Fagge, M.S., F.R.C.S., Surgeon 
to Guy’s Hospital. 92 pages. Price $0.90. John 
Bale, Sons & Danielsson, London; Macmillan Co. 
of Canada, Toronto, 1932. 


Diseases and Disorders of the Digestive Organs. 
Adolphe Abrahams, O.B.E., M.D., F.R.C.P., Physi- 
cian to Out-patients, Westminster Hospital, ete. 
110 pages. Price $0.90. John Bale, Sons & 
Danielsson, London; Macmillan Co. of Canada, 
Toronto, 1932. 


The Discharging Ear. Arthur G. Wells, B.S., M.B., 
D.P.H., Hon. Aurist to the Downs Hospital for 
Children. 92 pages. Price $0.90. John Bale, 
Sons & Danielsson, London; Macmillan Co. of 
Canada, Toronto, 1932. 


Radium and Cancer. H. S. Souttar, C.B.E., M.D., 
M.Ch., F.R.C.S., Surgeon, London Hospital. 64 
pages. Price $0.90. John Bale, Sons & Danielsson, 
London; Macmillan Co. of Canada, Toronto, 1932. 


Acute Otitis Media. Wm. Mayhew Mollison, C.B.E., 
M.A., M.Ch., F.R.C.8., Surgeon in Charge Ear and 
Throat Department, Guy’s Hospital. 71 pages. 
Price $0.90. John Bale, Sons & Danielsson, 
London; Macmillan Co. of Canada, Toronto, 1932. 


The Eye. E. V. L. Brown, M.D., Professor of Ophthal- 
mology, University of Chicago, and Louis Both- 
man, M.D., Associate Professor. ‘The Ear, Nose 
and Throat. George E. Shambaugh, M.D., Pro- 
fessor of Otology and Elmer W. Hagens, M.D., 


OPHTHALMIC TEST FOR SENSITIVITY TO HORSE SERUM. 
—The patients tested by Louie N. Claiborn were 
instances in which a prophylactic injection of tetanus 
antitoxin was indicated. They were for the most part 
ambulatory patients with minor injuries. Those receiving 
tetanus antitoxin were given 1,500 units intramuscularly. 
Two well known brands of tetanus antitoxin were used. 
In 465 such patients, both the ophthalmic and the 
intradermal tests for sensitivity to horse serum were 
employed; 5.6 per cent were positive to both tests, and 
21.3 per cent were positive to the intradermal test only. 
All those who had positive ophthalmic tests also had 
positive intradermal tests. Undiluted tetanus antitoxin 
(horse serum) may be safely used for the ophthalmic 
test. The ophthalmic test is less sensitive but of more 
value as a clinical index of susceptibility to serum 
reactions than the intradermal test. Four hundred and 
twenty-six patients received tetanus antitoxin; 204 were 
observed for at least ten days; 24 per cent of the latter 
presented serum reactions. Desensitization did not 
appreciably alter the percentage of serum reactions. In 
patients who had previously received horse serum, a 
slightly higher percentage of accelerated serum reactions 
was observed. Delayed or ordinary serum reaction 


occurred in approximately the same percentage (from 
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14 to 18) of patients with both tests positive, those with 
the ophthalmic test negative and the intradermal test 
positive, and those with both tests negative—J. Am. M. 
Ass., 1932, 98. 





Qui ipsi sibi sapiens prodesse nequis, ne quidquam 
sapit.—Cicero, Epistles, Bk. VII. In circumstances of 
difficulty there is no better company than a resolute 
heart; and if that should happen to fail it should be 
aided by the mind. Difficulties grow less for those who 
know how to help themselves. Submit not to the strokes 
of adversity without an effort to overcome them, lest they 
become less endurable. Some persons help themselves so 
little in their troubles that they increase them, for want 
of knowing how to meet and bear them with courage. 
He who knows himself well finds assistance to his weak- 
ness in reflection. The man of judgment comes out of 
every dilemma with credit and advantage to himself. 
—Richard Pigot. 





As ‘‘by his ears the Ass is known,’’ 
A truth which no one can impeach, 
‘‘The Man,’’ as Proverbs long have shewn, 
‘¢Ts known as truly by his speech.’’ 





